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ANATOMY OF REPRODUCTIVE ORGANS 3

and gains the ccelomic ostium of the tube ; it is then propelled
by muscular contractions along the tube to the uterus. The
outer end of the Fallopian tube is connected by a modified
fimbria, termed the tubo-ovarian ligament, with the end of the
ovary opposite to that which receives the ovarian ligament.

F16. 1,—Sagittal section of the female pelvis (Dickinson).

The UtEI’ﬂS[]anii},—m-;'h 1‘1}'1‘”1':1'!11 hf:-:i}', t'-t}n:ii:-.-'.ting JI‘IE'I-iﬂI_‘f of
involuntary muscular fibres, and containing a central fissure-like
cavity lined with mueous membrane. Superiorly this cavity is
continuous with the lumen of each Fallopian tube ; inferiorly it
eommunicates with the cervical canal by an orifice known as




































































































































Symptoms and Signs.—The
ltonly indication of the con-
jidition may be absence of
1mensl}ru&tiun in youth, with
|isterility later. In other cases
EEﬁ&ﬂt}' and painful menstrua-
lition oceurs.

| Bimanual examination shows
{tthe presence of a small uterus,
{|probably anteflexed. If a sound
liean be introduced through the
imarrow external os, it will be

i9in, (3 to 5 cm.).

| Treatment.—In the absence
{cof symptoms, no treatment
tishould be attempted, as noth.
liing will avail to induce growth
lcof the uterus to its proper size.
{IIf dysmenorrheea be present,
|iefforts to straighten an ante-
{flexed uterus may be made and
| 'to render its canal more patulous
'by dilatation and bilateral in-
fceision of the cervix, The
|:sterility is incurable.

Atresia of the external os
rmay be congenital or acquired.
‘Both are rare. Menstruation
#:may be entirely absent, and the
{:symptoms and signs will then
iresemble those of the infantile
uterus. If the ovaries and
'the body of the uterus be well

MALFORMATIONS OF THE VAGINA AND UTERUS. 47

. 19, —The comeal cervix as seen
n a speculam.

i ]
F1G, 20.— s wormal nulliparous
Cervix.

Fie, 21.—The cervix of a parons
woman,

















































DISEASES OF THE VULVA. 63

dition to masturbation, It reaches its maximum in Hottentot
'women, whose ‘‘apron” is really formed of greatly elongated
inymphea (fig. 26).

Menopause.—After the forty-fifth year the hair on the mons
1and labia, like that on the rest of the body, becomes white and
iis gradually shed. The greater labia shrink as the subeutaneous
ifat disappears and the nymphe project beyond them. The vulvar
torifice is often greatly
inarrowed in consequence
tof the shrinking of the
:¢gtructures bordering up-
ton it.

Injuries.—The vulva
iis liable to injury from
ifalls upon pointed ob-
ijjects ; cuts from pots-
{Iherds when chamber-pots
tbreak whilst women sit
{tupon them ; kicks from
{lbrutal husbands ; and
{'violence during rape.
|'The labia are sometimes
\llacerated during the care-
liless use of midwifery
|{forceps. Deep wounds

lcof the wvulva are in- g
= Fra 26.—The Hottentot apron (Blanchard and

i wariably attended with Lesueur),

|{free bleeding.
Treatment.—Turn out the clots, secure the bleeding points
{\with forceps and ligature; oozing may require restraint with

‘firm pads and pressure.

| Varix.—The vulva is well supplied with veins, and contains
respecially a good deal of erectile tissue: consequently ob-
‘struction to the venous circulation in the pelvis, abdomen, or
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164 DISEASES OF WOMEN.

The actual inoculation of these pathogenic germs may occur
during menstruation, sexual intercourse, gynscological mani-
pulations and parturition; in the latter case not only through
vaginal examinations and operative procedures, but also through
traumatism inecident to labour.

The micro-organisms found in the vagina acquire a special
importance from the point of view of the wtiology of puerperal
infection. The vaginal discharges of pregnant women have
formed the subject of numerous observations, and the results
have been very contradictory. One class of observers, such as
Gonner, Thomen, Samschin, Kronig, Menge and Whitridge
Williams, believe that pathogenic organisms are very rarely
found ; others regard them as relatively frequent: thus strep-
tococei, staphylococei and bacilli coli have been found in the
following proportions of frequency: Burckardt, 4 per cent.;
Steffeck, 4 per cent.; Doderlein, 4} per cent.; Burguburu, 83
per cent.; Vahle, 10 per cent.; Witte, 124 per cent.; Kott-
mann, 13 per cent.; Winter, 15 per cent.; Williams (earlier
observations), 20 per cent.; and Walthard, 27 per cent. The
difference in these results is explained by the supposition that
the latter observers did not succeed in avoiding contamination
from the vulvar secretion; for many pyogenic organisms are
frequently found there. Thus in twenty-five cases Williams
found them in 76 per cent. in the vulvar secretion, in 12 per
cent. in the vaginal secretion, as collected through a speculum ;
but not in one case when the vaginal secretion was obtained by
means of a special tube, which avoided all contamination from
the vulva. In 117 cases examined by the latter method, the
streptococcus was not once present; and the staphylococcus
only in two cases. Consequently the normal vaginal secretion
of pregnant women must be regarded as practically free from
pyogenic organisms.

An important practical deduction to be drawn from these
considerations is, that in cases in which the vaginal secretion
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I10 DISEASES OF WOMEN.

mostly in weak and neglected children. Secondly, vulvo-
vaginitis may be produced by indecent violence short of rape.
Thirdly, gonorrhaeal vulvo-vaginitis may oceur, in epidemic

form, in schools ; the starting-point may be an accidental

contamination by the bed-clothes when children sleep with
parents or elder brothers; and infection may be spread with
towels or other linen, or by the use of one bath for several
children. Fourthly, the gonorrhwa may result from rape ;
this is rare in proportion to the total number of cases.

In fifty-four cases of vulvo-vaginitis in children, Drummond
Robinson found diplococei with the characters and staining
re-action of the gonococcus in forty-one,

The symptoms are sometimes slight ; with the exception
of a mucous or purulent discharge they may be absent. But
more often the child complains of pain, sealding micturition
or itching ; and there may be some febrile disturbance. It
has been shown that thread-worms may set up vaginitis in
children by passing into the vagina from the rectum. The
smallness of the hymeneal orifice in children, while it 1s in
some measure a safeguard against infection, tends to aggravate
the disease when once established, and is a difficulty in the
way of cure, because it favours the retention of discharges.

(b) Vaginitis of Pregnant Women.—To what has been said
about this we need only add that at times it may be due to
latent gonorrheea, allied to gleet in the male, taking on increased
activity as the result of the congestion caused by pregnancy.

Vaginitis may occur also during the puerperium, as part
of a puerperal infection, and is then generally septic. The
laceration or bruising of the vagina by the passage of a large
head or by instruments favours inflammation; and indeed,
apart from infection, there is always some degree of traumatic
inflammation in these cases,

(¢, d, ¢) Gonorrh@al vaginitis is the most common form
of vaginitis in adults. According to recent researches primary
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114 DISEASES OF WOMEN.

(10 grs. to 3j); the cervix is similarly treated, and a uterine
probe may be dipped into the solution and applied to the uterine
cavity. The vagina is then again irrigated with ecarbolic
lotion (1 : 40) or a saturated solution of boracic acid ; iodoform
tampons are placed in the vagina, and the patient sent back
to bed. The after-treatment consists of douches, morning
and evening, with warm saturated boracic lotion.

If this thorough freatment under an anmsthetic cannot
be applied, douches of carbolic acid (1 : 40) or perchloride
of mereury (1 : 2000) should be ordered morning and evening ;
it is not advisable that much force should be used, lest toxie
discharges be forced up into the cervical canal

A milder method, often serviceable when there is much pain
and tenderness, is a course of hot sitz-baths, twice daily.
In children it is advised that, in the acute stage, care should
be taken that the child’s head be not immersed in the bath,
lest the eyes become contaminated by the discharges. After
bathing or syringing, iodoform bougies may be placed in the
vagina, each vaginal bougie containing 3 grs. of iodoform.
For children smaller bougies are employed. Chronic vaginitis
is not seen except in association with chronic endometritis,
and its treatment is described with that of the latter condition.

The treatment of complications must be carried out as may
be required.

An abscess in the vaginal wall may be due to extension
of pelvic cellulitis into the connective tissue of the vagina,
and the abscess-cavity may remain connected with that from
which it is derived or become cut off from it; or it may be
due to suppuration in a vaginal cyst. The condition closely
resembles that of a lateral pyocolpos, and an incision may
be necesary before its nature is discovered. The febrile
symptoms and the redness of the vaginal wall over the
swelling will indicate the presence of pus. The treatment
consists in evacuating the pus by means of a free incision.

|
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116 DISEASES OF WOMEN.

lymphatic spaces, and are described as associated with gaseous
bullee in the condition called emphysematous vaginitis.

They occur not infrequently in cases of vaginitis and en-
dometritis, resembling superficially the Nabothian follicles seen
on the cervix,

Gartnerian Cysts.—The pathology of these cysts is de-
scribed in conneetion with the parovarium,

Cysts arising in the terminal segment of this duct project
as soft fluctuating swellings in the upper part of the vagina ;
sometimes two distinct cysts arise in connection with one
duct. They vary greatly in size; some do not measure
more than two centimetres in diameter, others may exceed
these dimensions three or four times. The inner wall of
the cysts is lined either with cubical or stratified epithelium.

Peri-urethral Cysts.—Small cysts are sometimes found
in the anterior vaginal wall near the urethra: sometimes
they bulge into the urethra. Skene is of opinion that these
cysts arise in the duets, which he detected and described, in
the floor of the urethra near the meatus,

Echinococcus Colonies (Hydatids).—These are very rare
and are generally due to echinococcus colonies in the meso-
metrium burrowing in the recto-vaginal septum.

Treatment.—This is the same as that employed for tumours
and cysts in other regions of the body—namely, removal
—but in the case of sarcomata and epithelioma it is rare
for the disease to come under observation before it has so
deeply involved the rectal and vesical walls that interference
with it only anticipates the complications which ensue in
the natural course of the disease—rectal and vesical fistule.
Cysts when small are readily enucleated, and the proceeding
is safe if the operator keeps close to the cyst-wall. In the
case of large Gartnerian cysts which burrow from the vagina
into the mesometrium, unless great care is exercised the
ureter may be easily damaged and a troublesome fistula
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120 DISEASES OF WOMEN.

is generally associated with under-development of the uterus,
and a pinhole os; but it may also result from the tilting
forward of the cervix; for when the canal is straightened
and the cervix is made to point backward, conception some-
times follows.

Reflex nervous phenomena are not uncommon; one of the

most frequent is bladder-disturbance.

~ On examination the fundus is felt like a knob just in front
of the cervix, and between the two the tip of the finger
rests in a well-defined angle. The sound is arrested at the
internal os, and in order that it may pass to the fundus it
may require to be sharply bent forward, for the ecanal of
the cervix often makes a right angle with that of the body
of the uterus. Two varieties of anteflexion are found: in
one, the cervix is in its normal position, whilst the fundus
is bent forward and downward (fig. 32, ITL.) ; in the other, the
fundus is in normal position, while the cervix is bent forward
and upward (fig. 32, IL).

Treatment.—Vaginal pessaries are absolutely useless. Two
courses are open : first, dilatation of the ecervical canal ;
secondly, a plastic operation. The dilatation should be
carried up to 12 mm. It has the effect of straightening
the canal. It may be necessary to repeat the dilatation
after a few months, or to pass a few smaller dilators from
time to time, In virgins these repeated manipulations are
a disadvantage. Plastic operations include the division of
the cervix, by a single median incision or bilaterally.

Retroflexion of the Uterus,—This occurs, rarely, as a
congenital condition ; more often it is a complication of re-
troversion (fig. 32, V.). In the former condition, if the fundus
of the uterus be brought forward, for instance by the sound,
it springs back into the faulty position as soon as the sound
is withdrawn. But when associated with retroversion there
is at first free hinge-like movement at the internal os, and
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122 DISEASES OF WOMEN.,

uterus sometimes becomes fixed in a position of retroflexion
by pelvie cellulitis.

Symptoms.—(1) Dysmenorrheea, produced in a manner
analogous to that resulting from anteflexion. (2) Pain on
defmcation and constipation, due to the pressure of the
fundus on the rectum.

Sterility is not a prominent symptom of retroflexion.

Treatment.— If the uterus be freely movable as indicated
above, the flexion should be first corrected by digital mani-
pulation, or failing this by the sound, and a Hodge pessary
introduced. Special care must be taken lest the uterus be
brought into a position of anteversion while the flexion remains
unreduced (fig, 32, VI.). The position of the cervix must
accordingly not be taken as a guide, but the fundus must
be felt bimanually in front of the cervix,

If the uterus be rigid, a Hodge pessary will not correct
the flexion ; dilatation of the cervix is then the proper treat-
ment, and a Hodge pessary may be subsequently applied,
or a plastic operation may be undertaken, or hysteropexy.

Retroversion of the Uterus.—Retroversion of a normal-

gized uterus is, under certain circumstances, physiological ;

for instance, in a patient lying on her back with a full
bladder. In such a case it is not an uncommon thing to
find, on making a second examination a few days later, that
the fundus is lying forward. The same thing may occur
with a uterus that is slightly enlarged, as in early pregnancy,
and during the early weeks after labour. These conditions,
therefore, require no treatment. In other cases retroversion
is a pathological condition.

Causes.—1. Relaxation of the uterine ligaments, as the
effect of repeated pregnancy. The utero-sacral, round, and
broad licaments are all involved, for if any one pair of the
three retained its nominal tension, retroversion would be

resisted.
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124 DISEASES OF WOMEN,

the uterus cannot contract properly; abundant leucorrhcea,
caused by the pelvie congestion; general weakness, and
secondary nervous disturbances.

The reflex nervous disorders consequent on retroversion
and retroflexion (for the two conditions are frequently com-
bined) require some notice. A list of them would comprise
all known functional disorders; and, while the association
of some of these with displacement may be considered as a
coincidence, there are many which must be regarded as
directly due to the uterine condition, as is shown by those
cases in which reposition of the uterus is followed by im-
mediate cessation of symptoms, whilst these come on again
at once if the displacement recurs, The most frequent reflex
neuroses are—digestive disorders, especially vomiting ; ecar-
diac disturbances; frequency of micturition and incontinence
of urine; headache and neuralgia. In some cases of long
standing, the restoration of the uterus to its proper position
is not followed by improvement of the reflex disorders;
although the first appearance of these may have coincided
with the commencement of the uterine trouble,

Complications.—Among these we might reckon the nervous
disturbances just referred to. The local complications include
pelvic inflammation, prolapse of the ovaries and tubes, and
hernia of the pelvic floor—namely, cystocele, rectocele, and
prolapse of the uterus, As we shall point out in discussing
prolapse, retroversion of the uterus is nearly always the first
stage in the production of that condition.

Treatment.—The first thing is to replace the uterus, with
the fingers alone if possible ; with the sound if necessary.

Digital Manipulation.—Two fingers are introduced into the
vagina and are made to press on the fundus, through the
pnéteriur vaginal fornix, in a direction forward and upward.
If the uterus be fairly rigid the fundus can readily be tilted
up by pressing backward on the front of the cervix, The
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126 DISEASES OF WOMEN,

arch over the urethra. The relation of the breadth to the length
of the instrument can also be adjusted. As a rule the posterior
bar should be made to project well forward and upward.

When adhesions are present, treatment must be different.
Obviously, to put in a pessary is to add risk to inefficiency.
The one thing needful is to restore the mobility of the
uterus. If time be no object, this may often be attained
by a somewhat prolonged course of rest in bed, combined
with a depletory treatment by means of vaginal irrigation
and tampons of glyeerin, with or without ichthyol (5 to 10
per cent.). During this treatment an occasional attempt
must be made to raise up the uterus; for this purpose the
sound may be used, but it requires to be employed with
great care. After some time it will often be found that the
uterus can be moved a little, and by degrees the normal
position can be restored. When this occurs a Hodge pessary
is introduced and kept in for some time,

If suppurative disease of the appendages be present, the
above treatment will generally be futile ; and until the organs
offending be removed no permanent cure can be hoped for.

Sometimes the adhesions, by long neglect, have become
go firm that they cannot be overcome by the above means.
An operation then gives the only hope of cure—namely,
opening the abdomen, freeing the adhesions, and suturing the
fundus to the abdominal wall (hysteropexy). This should not
be lightly undertaken, but the risk attending it should be care-
fully weighed with the alternative of not operating, which may
mean & life of chronie invalidism and impaired usefulness.

Even when there are no adhesions, pessaries may, after
long trial, entirely fail to relieve the retroversion and the
attendant symptoms; and here also operative interference
may be required. Hysteropexy and the operation for shorten-
ing the round ligaments are the two principal methods of
dealing with this condition.

T -
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128 DISEASES OF WOMEN.

large and the vaginal walls are very lax, that the uterus
becomes prolapsed in a position of anteversion; but this
is rare. The uterine canal is normally at right angles to
the vagina, and in the great majority of cases the uterus
must come to lie in the axis of the pelvie outlet before
prolapse can occur to any extent. As long as it lies in the
axis of the pelvic inlet, deficiency of the pelvic floor has no
appreciable effect and intra-abdominal pressure simply presses
the whole uterus backward against the posterior vaginal wall
and the sacrum. Buf, once retroversion takes place, the lack
of perineal support is felt, and increased pressure leads to
descent of the uterus toward the vaginal orifice. The
mechanism presents a close parallel to the delivery of the
head during parturition in the unreduced occipito-posterior
position : the long axis of the head does not conform to that
of the pelvic outlet, and delivery is delayed; whilst as soon
as rotation forward of the oceciput places the long axis of
the head in relation to that of the pelvic outlet, descent is
easy.

As the uterus descends, it draws down with it the upper
part of the vaginal walls, whereby the vaginal fornices are
deepened. If the initial causes remain at work, and the
vaginal orifice be large, either from stretching or from de-
ficiency of the perineum, the cervix protrudes from the vulva
(fig. 33), and eventually the greater portion or the whole
of the uterus comes to lie outside, covered by the vaginal
walls reflected over it. In this way a mass the size of the
closed fist may be found outside the vulva.

When the whole vaginal attachment is very lax, the
lower portion of the vaginal walls may take part in the
protrusion, in the form of a cystocele and rectocele ; whilst
in exceptional cases the tubes and ovaries, the bladder, and
a considerable portion of the intestines may come to lie in

the hernial mass.
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130 DISEASES OF WOMEN.

lapse ; the difference is no doubt partly due to the fact that
in cases of primary descent a certain degree of secondary
hyperplasia generally occurs. We believe that primary
descent is the more frequent condition. -

Results of Prolapse and Procidentia.—The continued re-
troversion leads to chromic congestion and hyperplasia of
the whole uterus; but the effect is most marked in the
cervix, which is less supported by surrounding structures
and more exposed to the influences leading to chronic in-
flammation. We find, therefore, chronic ecervical catarrh
and cervical hyperplasia in the majority of cases, whilst
adenomatous disease is frequent.

In cases of procidentia the cervix is greatly enlarged.
By the rubbing of the clothes and exposure to the air the
exposed surface of the vagina and cervix is hardened and
thickened, so that it comes to resemble skin, and patches
of ulceration are not uncommon. These may attain the
size of a florin ; they have a clean, punched-out appearance;
the base and margins are smooth, and the latter are neither
raised nor undermined. When the profrusion has been
reduced and kept in position for some time, the hardened
surface becomes moist and soft again, returning to its normal
condition. : :

Signs and Symptoms.—The patient complains of a feeling
of *“ bearing down ' ; of trouble with micturition and de-
facation ; of pain and fatigue in walking ; and of *falling
of the womb"”, When the uterus is low down, but still
confined within the vagina, the symptoms are often more severe
than in procidentia ; indeed, it is not uncommon to meet with
patients who have been going about their work for a con-
siderable time with a large mass profruding from the vulva.
The signs are generally obvious. In the milder cases the
cervix is felt to be low down in the vagina—the uterus
bheing in a position of retroversion. The sound shows that

T DR ey Y .
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132 DISEASES OF WOMEN.

vaginal stem and perineal bands will be required (see chapter
xvi.).

In cases of procidentia where the exposed surface is much
ulcerated, the patient should be kept in bed, emollient ap-
plications made to the ulcers, and vaginal douches given.
When the ulcers have healed, a pessary may be introduced.
The congestion usually requires no special treatment, as
it subsides when the uferus is maintained in a normal
position.

Procidentia due to supravaginal elongation of the cervix
must be differently dealt with : here complete reduction is
not possible, as even when the fundus is in normal position
the cervix is low down. Amputation of a portion of the
cervix must therefore form the first step in the treatment ;
and it may be required also when the hyperplasia is secondary
to descent. Cases of prolapse and procidentia which resist
milder measures require further operative procedures, such
as ventro-fixation of the uterus or the shortening of the
round ligaments. It is in cases of this kind that hysteropexy
has often given satisfactory results.

Alexander's operation succeeds, not by pulling up the
uterus, but by maintaining the fundus in a position of
anteversion. The first stage in prolapse, retroversion, being
thus prevented, the prolapse itself is prevented. If the
shortening be not sufficient to cause anteversion, it is use-
less ; for the fundus is then able to move freely along an
arc of a circle whose radius is determined by the length of
the round ligaments, and whose centre is at the symphysis.

The arc corresponds closely to the pelvie axis.
Total extirpation of the uterus has been advised and

practised for the treatment of procidentia. The operation
is under the circumstances singular easy, but the question
of the justifiability of so radical a measure is an important

one,
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HYPERPLASIA OF THE CERVIX UTERI.

This presents two varieties according as the supravaginal
vaginal portion of the cervix is affected.
Hyperplasia of the Supravaginal Portion.—This may
coceur a8 a primary or secondary condition.,

Hectum. {terus. Bladider.

Fia. 84.—Uterns, hladder and rectum in sagittul section; from a case of
hyperplasia of the supravaginal portion (Museum of R. C. Surgeons).

When primary it may in some cases be inflammatory
| in its origin, and some authors have supposed it to be so
in every case, But we think it doubtful whether metritis
often has this effect, and prefer to regard the origin as un-
| explained. Specimens examined after removal have sometimes
presented the appearances of metritis; but this may have
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occurred as a secondary change. In other cases the structure
has been that of the normal cervix,

The effect of this hyperplasia has been described in the
section on Prolapse of the Uterus., The fundus remains
in its normal position, while the cervix is found low down
in the vagina or protruding from the vulva.

When secondary it is the result of prolapse (fig. 34),
and is most likely to occur when the latter is caused by

B

fi
Fia. 85.—Two diagrams illustrating (A) hyperplasia of the supravaginal portion,
and (B) elongation of the vaginal portion of the cervix : a, bladder ; &, recto-

vaginal poneh ; ¢, vagina.

traction from below while the fundus is partly anchored
by adhesions; but the congestion of a prolapsed uterus no
doubt plays a part in the production of hyperplasia.
Whether the hyperplasia be primary or secondary, the
resulting condition is the same. The cervical portion of
the uterine canal is elongated, The vaginal portion of the
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stenosis of the external os, which presents the * pinhole”
type. The elongation may be so great that the cervix pro-
trudes through the hymen. The vaginal reflection is attached
to the base instead of near the apex of the hypertrophied
portion, and consequently the length of the vagina is not
diminished (figs. 35, B, and 36). This serves as a striking

Labium,

Cerviz.

F1a. 36.—A prolapsed uterus in sagittal section.

distinguishing feature between this and the form of hyper-
plasia previously described. The bladder and recto-vaginal
pouch retain their normal positions, and thus there is little
risk of either being wounded during the operation of amputation.

The symptoms to which it gives rise are a sense of dis-
comfort and the feeling of a foreign body in the vagina;
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[40 DISEASES OF WOMEN.

ward displacements of the uterus, when the uterus is

F1a. 88.—The Hodge pessary.

movable. It may be made of vulcanite, aluminium, celluloid,
or block tin; the two latter will be found most convenient,

Fia, 39.—A glycerin pessary, Hodge pattern,

ag it is often necessary to slightly modify the shape to suib
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be introduced unless the malposition gives rise to symptoms.
In the case of unmarried women pessaries are undesirable
except when symptoms are severe and there is a strong
probability of cure by their means. Inflammatory conditions
of the genital organs contraindicate the wuse of pessaries ;
pain and irritation would be the result. This remark applies
to endometritis and erosion, as well as to pelvie cellulitis,
ovaritis and salpingitis. When the uterus is fixed, pessaries
are harmful, as well as useless; no pessary can overcome

F16. 40.— Vaginal stem pessary.

adhesions, When the uterus is markedly retroflexed as
well as retroverted it is useless to put in a Hodge pessary,
unless the flexion be first corrected ; for all that would result
would be an anteversion with retroflexion.

Retained Pessary.—The first effect of a pessary long
retained is vaginitis ; if the vagina has not been kept clean
by douching, the discharges become purulent; the pessary
hinders their exit, and ecomes to lie ultimately in what is
practically an abscess cavity. The bad effects are aggravated






CHAPTER XVIIL.

DISEASES OF THE UTERUS (CoNTINUED).

INVERSION OF THE UTERUS,

A vurerus is inverted when it is turned inside out: this is
true in two senses, for, as the organ inverts, its fundus passes
into the vagina, and is protruded beyond the vulva.

Inversion of the uterus is only possible when its cavity
is dilated ; that is, after pregnancy, or when a polypus is
present. In by far the greater proportion of cases the
condition is a complication of delivery at term, and is
nearly always due to an unskilled individual dragging upon
the cord of a still adherent placenta. Although this variety
of inversion belongs to the province of obstetrics, it is
necessary to briefly review its leading features.

The inversion may be partial, the fundus not extending
beyond the mouth of the uterus; it may extend through
the os uteri into the vagina; or the inversion may be so
complete that the uterus from mouth to fundus is turned
inside out (figs. 41, 42). In a complete case of acute
inversion, as it is called when it follows immediately on
delivery, the outer surface is formed by the mucous mem-
brane of the uterus, and is ragged, vascular and bleeding,
and the inner or uterine ostia of the Fallopian tubes are
visible. The interior of this large sac is lined with peri-
toneum and contains the round ligaments of the uterus

with the Fallopian tubes; the ovaries, as a rule, remain on
(144 )

» 5 L s
] st i i et o e i B e e it i it

il i



DISEASES OF THE UTERUS. 145

flhe edges of the sac. In some instances small intestine
snd omentum drop into the cavity. The manner in which
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'Fio. 41.—Inversion of the uterus and vagina. The dark spot on each side indicates
the orifice of the Fallopian tube {Museum of Middlesex Hospital).

tthe tubes and ligaments are drawn into the sac is llustrated

L. : SRR :
ffin the specimen of partial inversion represented in fig, 43
._ 10 !
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It 1s common knowledge that when a body occupies the
uterine cavity it stimulates the muscular walls to expulsive
efforts. When the fundus is inverted, it is a solid body,
which ean be grasped and driven onward by the muscular
efforts of the walls of the uterus, which may continue until
the uterus turns itself completely inside out.

Fig. 42.—The inverted uterus represented in preceding figure, opened from behind.

This mechanism explains the method by which a sub-
mucous myomsa leads to inversion of the uterus. The
presence of the tumour distends the cavity of the uterus and
the polypus is pushed into the cervical canal by the muscu-
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lar efforts of the uterus:; this traction under favourable
mechanical eonditions produces inversion of the fundus, and
{ifinally the polypus with the inverted fundus makes its ap-
jpearance in the vagina or even protrudes beyond the vulva.
I'When the inversion takes place gradually it is termed chronie.
Acute inversion of the uterus is always a grave accident;
nuany patients die in a few hours from shock or loss of
blood. In years gone by the inverted mass has been cut

F1a. 43.—Partial inversion of a uterns due to a polypus,

fiaway by practitioners in ignorance of the nature of the
hiaccident. When the patient escapes the immediate dangers,
ltulceration, sloughing, bleeding, and exhaustion destroy her
fiin a few weeks or months,

|  Chronic inversion of the uterus has a different history.
{'The patient suffers from menorrhagia, or metrorrhagia, leu-
lccorrheea, and vesical troubles, which lead to an examination,
‘and the tumour-like mass is detected in the vagina, In
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many cases its nature is recognised, but this is not always
a simple matter,

Care must be exercised—,

1. To dustinguish between an inverted uterine fundus and
a uterine polypus.

2. To recognise a case in which a polypus 1is responsible
for the wmversion of the uterus.

A submucous myoma protruding through the os uteri
often strikingly resembles a partially inverted fundus.

In cases of acute inversion there should be no difficulty
in diagnosis, but when the inversion is of long standing the
exposed surface becomes greyish-white like skin.

In partial inversion great caution in diagnosis is neces-
sary, but with the help of the sound the difficulty is easily
surmounted. When the sound is introduced through the
mouth of the uterus, between the inverted fundus and the
uterine wall, it is arrested at less than its normal length ; in
the case of a polypus it will pass to the full length, or more
often to a greater distance.

In some cases, especially when the patient has a thin
belly-wall, a cup-like depression can be felt to replace the
natural convexity of the uterine fundus. Sometimes this
depression can be detected by a finger introduced through
the rectum. In doubtful cases an examination under ether
is desirable : and, if necessary, the urethra can be dilated and
the condition of the uterus determined by a finger introduced
into the bladder.

Treatment.—In recent cases reduction of the inversion
may often be effected by taxis. The patient is placed under
an anmsthetic and steady pressure made by the fingers on
the walls of the uterus, near the cervix. The principle on
which taxis is applied for this condition is the same as that
in reducing a hernia, namely, the part last inverted should

be returned first.
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|  When inversion is chronie, there appears to be more risk
fiand difficulty in immediate reduction, and it is customary to
jluse an instrument called a repositor (fig. 44). This instru-
irment consists of a perforated cup-shaped dise fitted on a
isstem which may be straight or furnished with a perineal
jrand a pelvic curve. The lower end of the repositor permits
{of the attachment of elastic bands connected to a waist-belt

F16. 44.—A uterine repositor,

ssupported by braces which pass over the shoulder. When
‘in use the waist-belt is fitted to the patient and secured by
‘the braces. The cup of the repositor is adjusted to the
{ifundus of the inverted uterus, and the elastic bands fixed to
‘the repositor and waist-belt maintain a continuous pressure,

'The patient is kept in bed, and, if the proceeding causes
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the anterior and posterior lips of the cervix become in reality
lips or lappets, which can be readily separated (fig. 45).

But the lesion may take a less favourable course. The
exposed cervical mucous membrane may become unhealthy,
either alone or as part of a general endometritis; it then
becomes congested, and, in consequence, the cervical flaps
become separated. The tendency to separation is exaggerated
if there be a marked coincident flexion of the uterus. The
everted and thickened muecous membrane is then bathed in
the unhealthy secretions (arising partly from the uterus)
found in the vagina. The congestion and cedema of the
cervix commonly spread to the body of the uterus, which
becomes heavy and enlarged, resembling the condition found
in subinvolution. With the chronic endometrifis and metritis
so produced is frequently associated prolapse of the ovaries
into the recto-vaginal pouch; especially when there is also
retroflexion, The ovaries share in the congestion and become
unduly sensitive,

Signs and Symptoms.—A lacerated cervix does not, as
such, give rise to symptoms, except, occasionally, bleeding
in recent cases. Such symptoms as are present depend on
the accompanying endometritis, and include leucorrhcea,
aching over the sacrum, a feeling of weight and ‘‘ bearing
down"” in the pelvis, and dyspareunia.

From time to time lacerations have been held responsible
for many reflex neuroses; we believe this to be entirely
erroneous ; for although such neuroses have disappeared
after repair of the cervix, the improvement must be attri-
buted to the simultaneous curing of the inflammatory con-
dition.

A laceration is readily detected by digital examination,
and may be seen by the use of the speculum. ILacerations
vary in nature and extent. There may be a split on one
side only, the cleft extending only a short distance from the
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Treatment.—When no inflammatory eonditions are present
no treatment is required, except as a prophylactic measure,
Inasmuch as laceration predisposes to endometritis, it may
often be considered advisable to repair the rent with a view
to diminishing the risk,

When the laceration is followed by the more serious
results above described, the operation of trachelorrhaphy
or repair of the cervix is indicated.

Perforation of the Uterus.—This may occur as the
result of the incautious use of the sound or of metallic dila-
tors ; even when carefully used, a sound may pass through
the uterine wall in some diseased conditions where the wall
is soft, friable, or thin, as in sarcoma, carcinoma, and ecystic
degeneration of the chorion (hydatid mole). When this
accident occurs the sound passes considerably beyond the
normal distance, and its point may sometimes be felt under
the abdominal wall. Bleeding may result, but it is seldom
considerable. With a clean instrument and a fairly healthy
uterus no untoward symptoms may follow, but in the
opposite conditions septic peritonitis may be set up, with
serious or fatal results.

DISEASES RESULTING FROM GESTATION.

Superinvolution.—This signifies premature atrophy of
the uterus following delivery. It is brought about by de-
bilitating causes, such as multiple and frequent pregnancies,
post-partum h@morrhage and prolonged lactation. Some-
times there is no apparent cause,

Superinvolution is permanent, leading to a premature
menopause, The only symptoms are diminution or cessation
of menstruation and sterility. On physical examination the
uterus is found to be small. The diminution affects the
substance of the uterine walls rather than the length of its
cavity ; consequently the bimanual examination gives more
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tinged with blood. The uterus is large heavy and flabby,
and not uncommonly retroverted

The condition must be diagnosed from retention of pro-
ducts of conception ; in the latter case bleeding is more
marked, but otherwise the signs and symptoms are so
similar that exploration of the interior of the uterus may
be required to establish the diagnosis,

Treatment.—The general treatment should be tonic with

F1g. 47.—Retained fragment of placenta (Museum of R. C. Surgeons).

rest in bed. Hot intra-uterine and vaginal douches should
be given, as these induce uterine cnntf'a.ctinn?, which play
an important part in the process of involution. In.mﬂrﬂ
chronic conditions hydrotherapeutics and change of air are
indicated. In the way of medicines-ergot may be given, In
combination with iron.

Retention of Products of Conception.—A portion of

placenta or of membranes may remain attached to the
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| F1a, 48.— Microscopic appearance of placental tissue long retained in the uterus,
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uterine wall, both after full-time deliirery and after abortion.
It is most frequent in the latter case. The principal symp-
tom is irregular hsmorrhage, continued in some instances
for many months. The other symptoms and the physical
signs closely resemble those just deseribed as resulting
from subinvolution.

The diagnosis generally rests between retention of pla-
cental fragments (fig. 47) a small submucous myoma and
sarcoma. In any case the diagnosis cannot be made with
certainty without exploration of the interior of the uterus. The
microscopic characters of recent placental tissue are shown
in fig. 48, and those of such tissue when retained for some
time in the uterus in fig. 49.

Treatment.—When symptoms are not urgent, palliative
measures may be adopted, such as the administration of
ergot and iron, and vaginal douches. But if there be
reason to suppose, at the outset, that retained products are
present, there is no object in delay, and the uterine cavity
should be explored. Shortly after a labour or miscarriage
the cervix may be sufficiently patulous to allow of this
being done without dilatation. In other cases dilatation
must precede exploration, which should be done by means
of the finger in the uterus. If placental fragments are
found, a blunt curette should be used to remove all rough
and protruding parts of the surface until the interior is
quite smooth.
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calcified tumours are macerated and the decayed tissues washed
away, the calcareous matter remains as a coherent skeleton of
the tumour. Such changes have actually taken place whilst the
tumour remained in the living uterus; they were formerly

Fig. 63. —Gravid uterus deformed by fibroids which were soft, red, and one was
difluent. Removed from a woman twenty-eight years of age. The arrow lies

in the cervical canal (vide Lancet, 1902, vol. i., p. 17).

tormed ‘ uterine caleuli,” and when found in coffins in old
burying-grounds are sometimes imagined to be very large vesical

caleull,
A subserous fibroid is very prone to calcify, and, if its stalk

ol i e e

o ) o Wil o il ¥ o il e o Mk . ol e

































DISEASES OF THE UTERUS. 199

‘tumour not only leads to impaction (fig. 67), but tends to
produce abortion ; when this occurs the mother may die from
hemorrhage : if she recovers, the fibroid may disappear as the

F1G. 66.—Pregnant uterus with a large subserous fibroid, removed from a woman

thirty-one years of age. After the operation and before the uterus lost its
tissue-life the anterior wall was cut away ; in a few minutes, as the OTgan con-

tracted, the feetus and its membranes were extruded through the breach,
uterus involutes, but it is a phenomenon of excessive rarity., A
submucous fibroid may become septic and slough. A subserous
fibroid may become dematous, and when the uterus empties
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dirty-white or a very pale yellow ; in many degenerating fibroids

the yellow deepens. In pregnancy the fibroid usually assumes
a deep red or a mahogany tint. In the early stages the tumour
exhibits this colour in streaks, but as the pregnancy advances
the whole tumour becomes affected.

The gravity of the association of fibroids and pregnancy
depends largely on the situation of the tumour. The sub-
mucous variety is the most, and the stalked subserous kinds the

BERJEAU.

Fie. 68,—A pregnant uterus, with fibroids, removed from a woman who five years
previously had nearly lost her life from the obstruction the fibroids offered to
the passage of the fatus,

least dangerous. Ovarian tumours have given more trouble to
pregnant and parturient women than fibroids ; but fibroids have
been far more lethal, as they so frequently destroy puerperal
women from sepsis (see Lancet, 1901, vol. i., p. 452).

When a woman has a tumour suspected to be a fibroid, and
there is reason to believe that it is rapidly increasing, it is worth
while to remember :—
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‘endometrium within & few weeks or months of abortion or

delivery at term ; and especially after the so-called ‘‘ hydatid
mole . The course of the disease is marked by oft-recurring
profuse h@morrhage, rigors and pyrexia, great emaciation,
enlargement of the uterus, and the appearance of secondary
nodules in the thoracic and abdominal viscera, and oceasionally
in the bones. The disease is fatal, and runs a very rapid
course.

F16. 69.—Sarcoma of uterus (deciduoma) (Singer).

The uterus, when it is the seat of this species of sarcoma,
enlarges, and forms an obvious tumour in the hypogastrium :
its contour is usually nodular, and on section the nodules or
bosses are filled with a soft reddish mass resembling the pulp of
a pomegranate (fig. 69). In some of the specimens observed in
the early stage the disease was limited to the endometrium.
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rmuscle (fig. 72),
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‘passive change, but is accompanied by very active growth of

the epithelial covering of the villi.

Sarcomata occur in the uterus of nulliparous women, and
they may arise in the cervix. Pernice has described a very
remarkable example which involved the vaginal portion of

Fia. 71.—Sarcoma of the cervix uteri (Pernice).

the cervix (fig. 71). It had a racemose appearance, the
grape-like bodies being composed of cells some of which were
oat-shaped ; others were typical spindles, many of them pre-

|'senting a cross striation indistinguishable from that of striped

In the basal parts of the tumour gland-like
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uleer or as a fungating cauliflower-like outgrowth. For a time
it remains restricted to the cervix (fig. 76) and after infiltrating
adjacent tissues spreads into the mesometrium and implicates
the vaginal wall : it destroys the cervix and involves the body
of the uterus, and in the last stages of the disease this organ
becomes eroded until nothing but a thin shell remains. When

'the uterus is hollowed out in this way and its cervical eanal is
obstructed by the growth, the cavity of the uterus becomes
1 distended with pus : this condition is termed Pyometra. The
!

| pus sometimes escapes intermittently or, as it is often described
'by the patient, *in gushes .
{|pendently of cancer,

Pyometra may oceur inde-
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The lymph-glands in the course of the iliac vessels are soon
infected, and finally those of the lumbar set.

Dissemination is frequent ; secondary deposits oceur in the
lungs and liver, and they are sometimes met with in the bones,
but not with the same frequency as in mammary cancer.

Infiltrated ovary.

[Tterine cavity.

1
:
:
4

Wall of bladder.

Yeneer.

Clervical vl

Vitgina.

Fra. 76.—Uterns in sagittal section with advanced carcinoma of the cervix.

Although in writings and clinical work sharp distinctions are
made between cancer arising in the cervix and cancer originating
in the *“ body of the uterus,” yet cases occasionally come under
observation where it would be difficult to state with certainty

whether the disease began in the lower part of the body of the



















CHAPTER XXIX.

DISEASES OF THE UTERUS (CoNTINUED).

CANCER OF THE BODY OF THE UTERUS.

Two forms of cancer arise in the endometrium, and differ from
each other in some remarkable clinical and histological features.
The endometrium is lined with columnar epithelium directly
continuous with the epithelial investment of the Fallopian tubes
above, and the cells covering the cervical endometfrium below.

F1a. 78.—The tubular glands of the uterus in transverse section.

The glands are very characteristic, and consist of tubules lined
with a single layer of columnar epithelium, and are striking
objects in microscopic sections of the endometrium (fig. 78).

The common form of eancer of the body of the uterus
resembles in its naked eye and minute characters cancer of the

(230)
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‘cervix, with the exception that the cells are like those lining
the cavity of the uterus. Of its early stages liitle 18 known
because the disease is even more hidden from observation than
cancer of the cervix,

When the eancer is well advanced the uterus is filled with
soft, delicate masses of tissue which bleed on the slightest

touch. This explains the name by which this disease used to
be known, namely, villous endometritis.

F1g. 79.—Microscopic characters of the common kind of cancer of the body
of the uterus.

For a time the cancer remains restricted to the body of the
uterus and may creep into the uterine sections of one or both
Fallopian tubes : it only invades the cervix in the late stages.
Buds of the cancer may perforate the wall of the uterus and
infect the peritoneum.

Symptoms.—Cancer of the body of the uterus is rare before
the forty-fifth year ; it is most frequent at or subsequent to the
menopause ; most cases occur between the fiftieth and seventieth
years ; the majority of the patients are nullipare.
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The signs that usually attract attention are the oceurrence of
fitful hemorrhages after the menopause, followed by profuse
and offensive discharges, which are often blood-stained. On
examination the cervix feels normal, and may appear so when
examined with the help of a speeulum, but the uterus often feels
larger than natural,

The disease is very apt to be mistaken for some variety
of endometritis, especially for the varieties called senile and

Fic. 80.—A uterus with ¢ tubular” cancer shown in coronal section. The patient
was forty-one years of age and mother of one child.

villous endometritis : on the other hand, endometritis is fre-
quently regarded as cancer of the body of the uterus.

The diagnosis is usually made by dilating the cervical canal
and removing a fragment of tissue from the uterine eavity and
examining it microscopically (fig. 79.)

The rarer form of cancer of the endometrium when well
advanced causes great enlargement of the uterus, and on
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examination the cavity of this organ will be found beset with a
large number of smooth, rounded polypoid processes (fig. 80).

F1g. 81.—The microscopic characters of tubular cancer of the uterus. From the
uterus depicted in fig. 80.

The microscopic characters are shown in fig. 81: the striking
feature is the preservation of a central lumen in each epithelial
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‘not be established with certainty until the cervieal canal is

dilated, and a fragment of the suspected cancer extracted and
submitted to microscopic scrutiny. It often happens that when
the cervical canal is dilated in this way the disease may be
so advanced that there is no reasonable doubt in regard to

F16G. 82.—Cancer of the body of the uterus associated with a fibroid : snceessfull y
removed by abdominal hysterectomy from a spinster aged fifty-four,

the diagnosis, and in such circumstances it is sometimes to
the best inferest of the patient to complete the treatment by
at once removing the cancerous organ. Even should it be de-
cided to await a microscopic examination of the tissue, it is a
useful measure to carefully remove with a blunt curette all the
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Exceptionally a pyosalpinx forms a swelling large enough to
rise above the brim of the pelvis,

A pyosalpinx adheres to adjacent structures, such as the
ovary, mesometrium, bowel, and especially the rectum. Some-
times the wall of the sac bursts, and the pus is discharged into
the ceelom (general peritoneal cavity) and sets up fatal peri-
tonitis. More frequently a pyosalpinx opens into the rectum

Tube,

Ovarian ligament,

Uhvary.

Fic. 84, —Tubo-ovarian ahscess,

and the pus escapes by the anus. This is one method of
spontaneous cure.

In severe cases of salpingitis, as has already been mentioned,
the ovary is almost always implicated, and while the tube is
undergoing conversion into a pyosalpinx an abscess forms in
the ovary. The sacculated pus-containing tube and the abscess
in the ovary may remain distinet, but very frequently the two
fuse together and form what is known as a tubo-ovarian abscess

(fig. 84).
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Hydrosalpinx.—This may be defined as a Fallopian tube
distended with serous fluid in consequence of inflammatory
occlusion of its ccelomic ostium (figs. 85 and 86).

Salpingitis does not always lead to occlusion of the ab-

‘dominal ostia of the tubes. A mild attack may conveniently

£

be described as ‘‘ eatarrh of the tubes,” and, like a nasal or
gastric catarrh, subsides and leaves no frace. When the
inflammation has been sufficiently severe to seal the ostium the

Fic. 85.—A large hydrosalpinx (from Bland-Sutton, Discases of the Ovaries
iwnd  Tubes),

‘tube is permanently damaged. Such a tube becomes passively
distended with fluid and converted into a legume-shaped cyst.
The steps of this change are similar to those which oceur in the
.gall-bladder and kidney, secondary to obstruction of the cystic
duct or the ureter, Frequently the ampulla of the tube becomes

| :
greatly distended and the tube assumes the shape of a retort :

very frequently the part corresponding to the isthmus of the

ttube becomes elongated and tortuous,
16
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A hydrosalpinx sometimes possesses walls so thin that it is
translucent and devoid of adhesions. In other cases the wall
is universally adherent, Many examples of hydrosalpinx are
secondary to pyosalpinx, the purulent contents of which have
become sterile.

A hydrosalpinx does not often exceed the dimensions of a
turkey's egg, but occasionally it will form a swelling appre-
ciable above the brim of the true pelvis ; very large specimens
are often erroneously termed tubo-ovarian cysts and ovarian
hydroceles.

Fre. 86. —Hydrosalpinx.

A hydrosalpinx sometimes undergoes axial rotation, and this
leads to symptoms which in many instances have been mis-
taken for acute inflammation of the vermiform appendix. The
specimen represented in fig. 87 was the first recorded example
of this condition : it oceurred in 1891, At this date, 1902,
twenty-three additional cases have been carefully reported in
Europe,

Intermitting Hydrosalpine,—It has been stated on clinical
evidence that the fluid in a hydrosalpinx may escape through
the uterus, the blockade at the uterine end of the Fallopian
tube being raised. Such a condition is termed “ hydrops tubz
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the belly—hydroperitoneum. This is due to the secretion from

the adenoma escaping through the abdominal ostium of the tube
and irritating the peritoneum. Although the peritoneal fluid
may be evacuated, it accumulates as long as the adenoma is
allowed to remain. Removal of the adenoma at once and
permanently arrests the effusion.

T, £ ® ¥ g 9 ¥ M i .
F16. 91.—A cancerous uterus in coronal section, It was difficultto decide whether

“!H cancer began in the upper part of the cervix or the lower part of the body
T }the uterus. A process of the growth is creeping into the right Fallopian
ube.

Carcinoma.—The fact that the Fallopian tube may be the
seat of adenoma leads us to expect that it would occasionally
be affected with primary ecancer. The few trustworthy cases
which have been recorded, however, are sufficient to establish
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been detected with a diameter of 1 em.: others measure 5
or even 8 em. Small tubal moles are globular, but after
they attain a diameter of 3 em. they become ovoid (fig. 93).
The amniotic cavity usually occupies an eccentric position;
occasionally the embryo is detected within it (fig. 94). More

CHORIGNIC
WVILLI

CAVITY OF AMNION ' s

Fia. 93.—Tubal mole with free chorionic villi: from a case of complete tubal
abortion (natural size).

Embryo.
Amnwotic
carily.
Amnion.

(ot in the
subehorionic
chamber,
Chorion.

F1a. 94.—Tubal mole, whole and in section.

often it escapes, or is destroyed by the original catastrophe
which formed the mole. When an embryo, amniotic cavity,
or chorionie villi eannot be detected by the naked eye, a miero-
scopic examination of seetions will often lead to the detection
of chorionie villi (fig. 48, p. 157). They are characteristic
structures, and as certain evidence of tubal pregnancy as the
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inasmuch as it furnishes many of the cases of pelvie hema-
tocele which are ascribed to metrorrhagia, reflux of menstrual
blood from the uterus, and h@morrhage from the mucous
membrane of the Fallopian tube. The reason for associating
the hemorrhage with metrorrhagia and menstruation is due
to the fact that, whilst the embryo is growing in the tube,
a decidua is forming in the uterus. When tubal abortion
occurs, hemorrhage takes place from the uterus consequent
on the separation and expulsion of the decidua. Should this

F16. 97.—A gravid Fallopian tube and ovary removed from a single woman twenty-
three years of age. At the time of the operation the mole was in process of
extrusion from the tube (Museum of the Royal College of Surgeons).

accident happen near the time when the patient expects to
menstruate, the case is apt to be regarded as reflux of men-
strual fluid into the ecelom. In some cases the blood discharged
from the uterus is partly derived from the gravid tube; this
especially happens in cases of protracted tubal abortion. If
it does not coincide with a menstrual period, it is then usually
considered to be of uterine origin. It will therefore be well,
in searching blood removed in abdominal operations, to examine
carefully any apparently organised ovoid clot, in order to
ascertain if it possess an amniotic cavity, with or without
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It 1s important to remember that a gravid mole-containing
tube will, after discharging the mole through its ecelomie ostium,
return to its normal size exactly like the uterus after labour
(fig. 98). In regard to this the student should remember
that if any one unacquainted with the remarkable properties

T TUBAL MOLE

WALL OF TUBE

Fia. 99.—A gravid mole-containing tube. The blood clotted and distended the
tube until it assumed the shape shown in black ; the clot was then slowly
discharged through the ccelomic ostium. Four clots were found in the pelvis.

of unstriped muscle were shown a feetus at term in the amnion,
and the uterus in which it developed, an hour after delivery,
he would have his credulity sorely tried to be persuaded that
the amnion and contents had been housed in the centre of
the uterus. We make this observation because some thought-
ful men, thoroughly familiar with the behaviour of the uterus,
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are entombed in the mesometrium, and rarely cause subsequent
trouble.

Rupture may take place, the embryo with its membranes
remain uninjured, and the pregnaney continue ; for, no longer
confined within the narrow limits of the tube, it begins to avail
itself of the additional space thus offered, and burrows, as it
grows, between the layers of the mesometrium,.

#Tuterus

Fig. 100.—The amnion and placenta due to an oosperm which lodged in the tubal
isthmus. The amnion slowly eroded the tubal wall. At term the foetus

escaped through a rent in the amnion and disported itself among the intestines.

According to the manner in which this mode of rupture
is sometimes described, it might be imagined that the tube splits
and the products of gestation are suddenly discharged from
the tube into the mesometrium. This is not the case, or t:a

e

pregnancy would in every instance come to an end from t
dissociation of the feetal from the maternal structures. A
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| of the triangle there is an opening. Those at the basal angles
{ieorrespond to the Fallopian tubes and are small, the apical
| orifice corresponds to the cervical canal and is often large.
|'The outer aspect is shaggy, and the inner surface is dotted
| with the orifices of uterine glands.

| The histology of a decidua is best studied in sections cut
i parallel with the surface. In this way the epithelium lining

Fia. 10).—Uterus with the decidua in situ (from a case of tubal preguancy).

i:‘ihﬂ ducts of the uterine glands is well shown. The spaces not
‘ined with epithelium are bloodvessels.

It is useful, for clinical purposes, to be familiar with the
microscopic characters of decidus, because it happens that an
sarly uferine abortion often simulates primary rupture of a
sravid tube, and vice versa. On examining shreds which have
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escaped from the vagina one is able to decide by means of the
microscope whether they are fragments of decidua or chorionie
villi from a uterine conception.

Placenta.—Up to the date of primary rupture the formation
of the placenta has been proceeding in relation with the mucous
membrane of the tube, but after this oceurrence, if the disturb-

Fia. 102, —Mass of feetal bones from a case of tubal pregnaney (from Bland-Sutton,
Diseases of the Ovaries and Tubes).

ance is not severe enough to terminate the pregnancy, the course
of events is modified in a remarkable manner, and the ultimate
result is largely determined by the relative position of the feetus
and placenta,

When the embryo is situated above the placenta the latter
oradually grows and insinuates itself between the layers of the
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section of the tube which traverses the uterine wall it is termed
tubo-uterine gestation, It is rare, many specimens desecribed
under this name being examples of pregnancy in the rudi-
mentary horn of a unicorn uterus.

This variety runs a somewhat different course to the common
variety of tubal pregnancy. For example, primary rupture may

GESTATION SAC

CAVITY
OF UTERUS

|
|
:
FIa. 108.—Tubo-utering pregnancy : the gestation sac ruptured at the end of the
second month (Museum, Royal College of Surgeons; from Bland-Sutton,
Diseases of the Ovaries and Tubes).

be delayed to the sixteenth week. The sac may rupture in two
directions. It may burst into the ccelom, and is often rapidly
fatal ; or it may rupture into the uterine cavity and be ‘dis-
charged like a uterine embryo: this latter mode of termina-
tion has never been proved. A tubo-uterine gestation sac
never ruptures into the mesometrium (broad ligament).
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This, of course, brings into prominence the channel by whigh
the ovum, gaining entrance into the cavity of the rudimentary
cornu, becomes fertilised. The only available explanation is
this: the spermatozoa reach the recto-vaginal fossa by way of
the Fallopian tube attached to the well-developed half of the
uterus, and fertilise the ova furnished from the ovary belonging
to the rudimentary cornu. Some writers on this subject sug-
gest that an ovum from one side may find its way into the
ceelomic ostium of the opposite or rudimentary cornu, and seek
to substantiate this on the ground that, in some of the cases
where the rudimentary cornu was gravid, the corpus luteum
of pregnancy was found in the ovary of the opposite side,
that is, in the ovary corresponding to the well-developed tube.

The diagnosis of pregnancy in a rudimentary cornu is a
matter of uncertainty. - It is often mistaken for tubal pregnancy
and for a uterine fibroid. As a matter of fact the nature of the
case has been overlooked, even when the parts removed from
the body were submitted to dissection.

Cornual pregnancy is interesting from another point of view.
A careful search through veterinary literature shows that there
is no specimen or description of a case of tubal pregnancy in
a mammal other than the human female that will bear criticism.
The cases published as extra-uterine gestation are examples
of rupture of one of the long gravid uterine cornua, or of the
uterus itself ; it is a curious fact that in the hare, which has
a pair of long uterine cornua, two carefully described cases are
known in which a gravid cornu underwent axial rotation
(Hutehinson, Dohrn),

There is also good ground for the belief that a gravid rudi-
mentary uterine cornu in the human subject has twisted on
its pedicle,

Hzmatometra in a Rudimentary Uterine Cornu.—It is
a well-established fact that when pregnancy occurs in one
cornu of a two-horned uterus that a decidua forms in the
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In exiraperitoneal rupture—that is when the tube bursts
so that the blood is extravasated between the layers of the
mesometrium—the symptoms resemble intraperitoneal rupture,
but, as a rule, are not so severe and the signs of shock pass off
quicker. On examining by the vagina a round, ill-defined
swelling will be detected on one side of the uterus; when
the effused blood is large in amount the uterus will be pushed
to the opposite side. When the bleeding takes place into
the left mesometrium (broad ligament) it will sometimes extend
backward under the peritoneum and invade the connective
tissue around the rectum, so that when the exploring finger
is introduced into the rectum a semicircle—sometimes a ring—
of swollen tissue will be felt encireling the gut.

The escape of decidual membrane from the uterus accom-
panied by blood is also an important and fairly constant sign.
Oceasionally it will be necessary to pass a sound into the
uterus ; when the tube is gravid, the cavity of this organ will be
found slightly enlarged, and the os invariably patulous.

The greatest difficulty in these cases is to be sure that
the rupture is purely extraperitoneal. In a few cases the
rupture may involve the peritoneal as well as the mesometric
segment of the tube,

Abortion or rupture of a gravid tube is often simulated by
lesions of other abdominal organs ; for example :—

Perforation of stomach or intestine ;

Sloughing of the vermiform appendix ;

Bursting of a pyosalpinx ;

Intestinal obstruction (acute) ;

Renal colie ;

Biliary colie ;

Axial rotation of an ovarian tumour (acute) ;

Strangulated hernia ; and the embryo from a tubal preg-
nancy which had burst has been found in the sac of an
inguinal hernia.
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days to weeks, or even months, after the tube has ruptured.
(It has been already pointed out that in. an exceedingly large
proportion of cases the tube is occupied by a mole.)

When the tube ruptures, the hemorrhage may not be so
profuse as to induce death; and the woman, recovering from
the shock, does not manifest such grave symptoms as fo
demand surgical aid. The consequence is that the patient
remains for several weeks under palliative treatment (unless
a renewal of bleeding kills her), and at last she seeks surgical
advice ; appreciation of the true nature of the case leads to
operation. '

In such cases, when the abdomen is opened, the free blood
in the abdominal cavity is easily removed by sterilised dabs of
absorbent material. The damaged tube and ovary are removed
as in oOphorectomy. When there is much free blood care
must be taken that no clots are left in the iliac fossee. When
the blood has remained in the ccelom for several weeks after
rupture, it is judicious to insert a thin gauze drain for a few
days.

Quite a large number of successful cases have been recorded
in which the mole and clot have been removed from the pelvis
by posterior colpotomy. The recovery is usually speedy and
avoids the risk of a yielding abdominal scar.

4. Mesometric Gestation.—When a Fallopian tube bursts
and a mole is displaced between the layers of the mesometrium,
operative interference is rarely necessary. Occasionally re-
peated hemorrhage renders it imperative to incise the abdominal
wall, open the mesometrium, and turn out the clot, and, after
stitching the sac to the edges of the wound, allow it to gradually
close.

In those cases where the embryo survives the primary
rupture and continues to grow, an operation may be necessary
at any moment on account of secondary rupture. ~When
gestation has not advanced beyond the fourth month, it may
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(5) If the feetus dies some weeks before the operation is
attempted, the placenta can be removed without risk of h&mor-
rhage.

The great risk of violent hemorrhage renders an operation
for tubal pregnancy with a quick placenta, between the fifth
and ninth months of gestation, the most dangerous in the
whole range of surgery; hence it cannot be urged with too
much force that when it is fairly evident that a woman has
a tubal pregnancy it should be dealt with by operation without
delay.

After Death of the Fcetus at or Near Term.—Operations
after the death of the feetus are less complicated than when
it is alive, and the placental circulation in full vigour. Not
only is the proceeding from the operative point of view simpli-
fied, but the results, in so far as the mother is concerned, are
much more safisfactory. Even when the fwetus is dead, we
have no precise facts to guide us in determining when the
placental circulation ceases. In some cases it has been found
active when the feetus has been probably dead six weeks.

When the operation is undertaken in cases where the feetus
is in the condition of lithopedion the procedure is very simple,
because the placenta has completely disappeared. When the
feetus is converted into adipocere the feetal tissues adhere to
the walls of the sac and render the process of removal
tedious.

After Decomposition of the Fcetus and Suppuration of
the Sac.—After death and decomposition of the feetus, sinuses
form by which pus, accompanied by fragments of feetal tissue
and bones, finds an exit, either through the rectum, vagina,
bladder, or uterus, or at some spot in the anterior abdominal
wall below the umbilicus. The treatment in such cases is
simplicity itself. The sinuses should be dilated and all frag-
ments removed from the cavity in which they lie. When this
is thoroughly done, the sinuses will rapidly granulate and
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stalked corpora fibrosa, or small myomata of the ovarian liga-
ment.

So far as the facts at present stand a supernumerary ovary,
so separated from the main gland as to form a distinet ovary,
has yet to be deseribed by a competent observer.

Displacements.— Under this heading it will be necessary to
consider three conditions : Undescended Ovary ; Hernia of the
Ovary ; Prolapse of the Ovary.

(¢) Undescended Ovary.—In the embryo the ovaries, like
the testicles, are in close relation with the kidneys: gradually

i ol

F1c. 104, —Pelvic organs of a feetus at birth.

they migrate to the pelvis, and at birth they lie on the psoas
magnus muscle in close relation with the internal abdominal
ring (fig. 104). Soon after birth the ovaries occupy positions
in the true pelvis near its brim until disturbed by accident or
pregnancy.

In very rare instances an ovary remains in the nei ghbourhood
of the kidney or in some position between the kidney and the
brim of the true pelvis. In such a case it retains the infﬂ.nti%ﬂ
shape. In a certain proportion of cases of undescended testis
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so frequent in the inguinal canals of female infants are in
most cases hydroceles of the canal of Nuck. As a rule they
disappear.

Hernia of the ovary may occur at any age ; it has been
observed as early as the third month (fig. 105), and as late as
the seventy-third year.

Salpingocele.—Hernia of the Fallopian tube alone is rare :
the tube may occupy the inguinal or the femoral canal. The
tube has been found in the inguinal canal of an infant, but
salpingoceles are very rare before the thirtieth year. The tube
is occasionally found in the sac of a hernia associated with
bowel, omentum or bladder. In one remarkable case the right
Fallopian tube was found in the sac of an obturator hernia in a
woman seventy-eight years of age (Gladstone).

A strangulated oophorocele or salpingocele gives rise to signs
such as characterise epiploceles or enteroceles. The signs of
strangulation sometimes depend on axial rotation (torsion) of
the herniated ovary and tube.

The fundus of the uterus as well as the ovary and tube has
been found in an inguinal sac, and several cases have been
reported in which a pregnant uterus with its appendages has
occupied & sac protruding through the inguinal canal. -

In all cases in which a supposed ovary is removed from the
inguinal region its nature should be substantiated by the micro-
scope ; in many instances bodies excised in this way have on
microscopic examination turned out to be testes, and the sup-
posed women pseudo-hermaphrodites (see p. 40).

Treatment.—Herniated ovaries and tubes require removal
when they are a source of pain, and in women who cannot
wear a truss. The operation has been almost entirely confined
to those who have to maintain themselves by hard work. The
operation is performed as for inguinal hernia: the pedicle 18
secured with silk, the ovary and tube cut away, and the stump
returned into the ccelom. The sac is dissected out, and its
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the associated structures into the recto-vaginal pouch. A small

parovarian cyst will act in a similar way.
Diagnosis.—On vaginal examination a small rounded or

in section, containing a large caleified corpus fibrosum.

Fi1a. 106.—A cystic ovary, _
of the ecaleific mass which has been

The lower figure represents a portion

macerated. Removed from a single woman fifty-eight years of age.

elongated body will be found low in the recto-vaginal fossa, and
usually on the left side. The frequency with which prolapsed
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a bright yellow, and consists of tough, fibrous tissue impreg-
nated with calecareous particles.

These bodies are usually firmly embedded in the ovarian
stroma ; the concretion may be nodulated on its outer surface
like a mulberry calculus, and lodged in a cyst in the substance
of the ovary., Two calcified corpora lutea may be present in
one ovary : they must not be confounded with calcified corpora
fibrosa (fig. 107).

Apoplexy of the Ovary.—The rupture of a mature ovarian
follicle is always accompanied by a trifling amount of bleeding ;

F1a. 107.—Calcified corpora lutea.

when a follicle is unusually large, the blood-clot oceupying it
may be as big as a ripe gooseberry. Follicular heemorrhage of
this character rarely gives rise to any serious consequences,
Occasionally blood is extravasated so freely into a follicle
that it bursts the walls and invades the stroma, converting the
organ into a spurious cyst, the walls of which are formed
of expanded ovarian tissue and the cavity filled with blood.
For such conditions the term ‘ apoplexy of the ovary "
should be reserved. It may be defined as h@morrhage into the
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not exceptions, and it is somewhat remarkable that secondary
cancer affects both organs in more than half the cases.

Carcinoma of the mamma, the pylorus, and the uterus are
the chief species which lead to secondary deposits in the
ovaries., Melano-carcinoma is apt to lead to secondary nodules
in one or both ovaries,

I*'H;, 109, —Ovarian dermoid,

5. Simple Cysts.—These may be unilocular or multilocular ;
and arise in the ovarian follicles. In a small cyst, and in the
lesser cavities of the multilocular variety, the walls are lined
with epithelium, which may be columnar, cubical or stratified
according to the size of the eyst or loculus.

In cysts containing three or four litres of fluid the walls will
be found to consist entirely of fibrous tissue; no epithelium
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some tumours the lining membrane is indistinguishable from
mucous membrane. The fluid contained in such loeuli is
identical with muecus, and it varies in consistency from that of
the * white of an egg " to the gluey condition of jelly.

Fre. 111.—Composite drawing of the microscopic appearance of a dermoid. A,
an epithelial pearl in section ; B, glandular tissue ; c, developing hairs ; D, &
developing tooth ; E, sweat-glands in section (from Bland-Sutton’s work On

T H.m!.tr:f:l.

Ovarian adenomata attain enormous dimensions—thirty, forty,
and even fifty kilogrammes.
7. Dermoids.—A very large proportion of cysts arising m
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1. The peritoneal coat is easily stripped off ;

2. The ovary is usually attached to the side of the cyst;

3. The cyst is, as a rule, unilocular ;

4. The Fallopian tube is tightly stretched across the cyst
and does not communicate with it.

The age at which parovarian cysts occur is of some interest.
It has already been mentioned that cysts of the odphoron are
encountered at any period, from fetal life up to extreme old
age. The oceurrence of a parovarian cyst has not, so far, been

Fra. 116.—A small cyst of the parovarinm, showing its relation to ovary and tube,
Two-thirds its natural size, A, Odphoron; B, parodphoron ; F, Fallopian
tube (from Bland-Sutton’s work On Twmours).

recorded in an individual before the age of sixteen. Many
undoubted cases have been observed at seventeen, eighteen
and nineteen, the cysts being large enough to rise above the
pubes. Before sixteen the parovarium appears to be quiescent,
hut on the advent of puberty it seems to undergo great stimula-
tion ; a very large proportion of cysts, generally classed as
ovarian, removed before the ages of seventeen and twenty-five,
arise in this interesting structure.

10. Gartnerian Cysts.—There are good reasons to believe
that some papillomatous cysts of the mesometrium, especially
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those which burrow deeply by the side of the uterus, arise in
persistent portions of Gartner's duct.

Cysts of this character which burrow deeply often entail risk
in removal, as they lie in intimate relation with uterus, ureter
and bladder : the eyst when large will come in contact with the
iliac arteries and veins at the brim of the pelvis, and even rest
upon the inferior vena cava.

Fallopian tube,

BERJERY.

(det Fifs

F16.J117.—A large parovarian cyst : it contained seventeen pints of fluid,

Gartnerian cysts arising in the terminal segment of the duct
project into the vagina. In some instances these eysts may he
treated surgically through the vagina with greater success than
by eceliotomy.

There is a variety of papillomatous eyst avising in the meso-
salpinx independently of the ovary or Gartnar's duet, Thasa
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cysts are usually found near the junction of the tubo-ovarian

PARDOVARIUM

TUBD-OVARIAN

LIGAM?T i

.1'
CYST CONTAINING &

WARTY GROWTH 3

L *

Frc. 118.—Warty cyst burrowing between the layers of the mesosalpinx along

the tubo-ovarian ligament. Natural size (from Bland-Sutton, Diseases of

the Ovaries and Tubes),

licament with the ovary, and burrow between the layers of

the mesosalpinx (fig. 118).
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diaphragm and encroach on the thoracic space and seriously

hamper respiration.
Incarceration of the Tumowr in the Pelvis.—The risks which
women run from pregnancy complicated with an ovarian tumour

CAVIT Yt
OF

F1c. 120.—Frozen sagittal section of a pelvis at the beginuing of the fifth month
of preguancy. A dermoid of the right ovary is incarcerated in the hollow of
the sacrum by the gravid uterus (from Clarence Webster's tesearches on the

Anatomy of the Female Pelvis).

vary with the position of the tumour : when it lies in the pelvis,

and therefore behind the uterus, it becomes impacted in the

hollow of the sacrum as the uterus enlarges (fig. 120). In this
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the fact that when pelvic peritonitis oceurs as a sequel to labour
it is in very many cases called “ puerperal fever ” or * puer-
peral peritonitis . As a maftter of fact, observations are by no
means wanting to demonstrate that in many cases thus classed
the disaster (causing in very many cases the death of the

patient) was due to actual conveyance of septic matter from .

the uterine cavity into the recto-vaginal pouch.

Serous Perimetritis.—The essential features of this variety of
pelvic peritonitis consist in a collection of inflammatory exu-
dation in the recto-vaginal fossa, which floats up the adjacent
intestines and omentum ; these become matted together and to
the uterus, so as to form a sort of spurious roof to the pelvis.
Under these conditions the fluid collected in the pelvis very
closely simulates a retro-uterine cyst.

When inflaimmatory exudation collects in the utero-vesical
pouch and becomes, as it were, encysted by the intestines, the
condition is sometimes called ‘‘ anterior serous perimetrifis "
The physical signs of such a collection of fluid have so deceived
some surgeons as to lead them into the belief that they had to
deal with an ovarian tumour,

2. Epithelial Infection.—In this book mention has been
made of epithelial infection of the peritoneum, and it will be
useful to briefly summarise our knowledge of this condition. It
oceurs in connection with the following affections :—

(a) Papillomatous eysts ;

(b) Ovarian dermoids ;

(¢) Cancer of uterus, gall-bladder, rectum, and sigmoid
flexure.

It has already been stated that when papillomatous cysts
rupture into the ceelom the fluid contents of the eysts, often
heavily charged with cells, are scattered over the peritoneum ;
it naturally follows that the recto-vaginal and utero-vesical
fosse become inundated with fluid, and the cells sink to the
lowest parts of these recesses. In many cases the cells engraft
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causes, and the name ascites should be restricted to it ; hydro-
peritoneum depends on an active irritative cause, and is met
with in the following pelvie conditions : Papillomatous cysts of
the ovaries; ovarian sarcomata ; ovarian dermoids with burst
loculi ; occasionally with inflamed ovarian cysts and uterine
fibroids ; tubercular peritonitis ; mild forms of salpingitis ; and
adenoma of the Fallopian tubes.

In the greater proportion of cases hydroperitoneum causes no
difficulty. Scattered nodules in the omentum and in the parietal
peritoneum are signs rarely misinterpreted. The conditions
which give rise to difficulty are those occurring in women
about mid-life who are apparently in excellent health, but seek
advice on account of increase in the size of the belly, which
furnishes on physical examination the ordinary signs of ascites ;
but there is no cedema of legs or eyelids, no cardiac disease,
urine normal in quantity and quality, and no signs of liver
trouble. On careful examination of the abdomen there is no
evidence of the existence of a solid tumour, and perhaps on
vaginal - examination only an indefinite resistance is made
out on each side of the uterus. In such conditions the fluid
increases in quantity very rapidly and renders interference
imperative.

Treatment.—In all cases where there is reasonable doubt as
to the cause of hydroperitoneum, it is a wise course to place the
patient under the influence of an anmsthetic and make a small
incision in the linea alba, midway between the umbilicus and
the pubic symphysis ; and, after allowing the fluid to escape, it
is usually easy to determine the cause of the hydroperitoneum.
In many cases the peritoneum, visceral and parietal, is found
dotted with a multitude of minute secondary nodules ; then the
fluid is cautiously sponged out and the incision closed. Even
then it is to the patient’s advantage, as a clear diagnosis is
ensured. On the other hand, and by no means infrequently, a
pedunculated and easily removable tumour of the ovary, uterus,
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raises up the peritoneum, and obliterates the utero-vesical
pouch. Such exudations sometimes give rise to considerable
hypogastric swellings, and cause extreme irritability of the

bladder.

Absciess
civily.

{ "rachus,
{terus.

Bladder.

Rectum,

Fia. 122 —Sagittal section of the parts involved in pelvie cellulitis (anterior para-
1]_11'_'1'..]'i'|..i..‘=} i]l]I'lil!:ititlH the cave of Retzius {."ﬁiﬂﬁl‘.ulll of the I':”:n':l.] {.”"l'r.r" of
HllI'HI-.mH ) from Bland-Sutton’s Diseases '.’-'r- the Ovaries and Tubes).

In manv cases the exudation subsides in the course of a few
weeks, and the patient recovers; in some it slowly extends into
8,
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of the ligaments is infiltrated the swelling is perceptible at the
brim of the pelvis and in the hypogastrium.

When suppuration oceurs, the temperature, pulse, and general
condition of the patient are those accompanying large collections
of pus. The local signs are as follows : the previously hard masses
become softer, fluctuation is detected, or the overlying skin is

cedematous and perhaps red. The abscess is then said to point.

The pus furnished by a pelvic abscess is often intensely
feetid ; this is mainly due to contamination from the bowel.
In the course of the formation of the abscess the peritoneum
is stripped from the wall of the rectum, and its tissues, be-
coming softened, allow of the passage of intestinal contents
loaded with pathogenic micro-organisms into the exudation,
and putrefaction is established.

Treatment.—In the acute stages of pelvie cellulitis the patient
is confined to bed, the bowels kept regular by means of saline
purgatives ; and warm vaginal douches should be frequently
administered by a careful nurse. Glycerin tampons help to
relieve the pelvic congestion. When there is much abdominal
pain, warm fomentations to the hypogastrium give great relief.

When suppuration occurs and the pus can be localised, an
incision should be made into it and the abscess drained. It 1is
preferable to evacuate a pelvic abscess through the belly-wall
rather than by an incision in the vagina. .Should the abscess

burst into the vagina, the aperture of communication is apt to .

close, and defective drainage leads to re-accumulation of pus :
under these circumstances it is advisable to dilate the opening
to ensure drainage. When the abscess is due to suppuration
of a gestation sac the sinus should be enlarged, and all frag-
ments of bone and other feetal tissues removed.

As in all cases of prolonged suppuration, the patient’s strength
must be supported by nutritious and easily digestible food ;
quinine and iron preparations are useful, and health is finally
restored by change of air,
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(1) The Round Ligament of the Uterus.—Myomata and
fibromyomata arising in this structure are rare.  Several
examples have been recorded in connection with the part of
this ligament which traverses the inguinal canal. They are
oval in shape and have been reported as big as cocoanuts.

(2) The Ovarian Ligament.—Myomata of this structure
have been observed as large as a fist. They simulate small
ovarian tumours and require the same treatment—that is,
removal. |

(8) Mesometric Myomata (or Fibroids).—A stratum of un-
striped muscle-fibre lies immediately beneath the peritoneum
forming the mesometrium, and replaces the subserous tissue
which exists in other regions; this layer of muscle-fibre is
directly continuous with the musecle-tissue of the uterus, and
is occasionally the source of myomata which may attain large
dimensions.

Mesometric myomata are sometimes bilateral, and when of
moderate size they are mobile, ovoid in shape, and enucleate
easily. After a time they grow with great rapidity, and may
in a few months attain a weight of 10 kilogrammes or more.
As the tumour rises out of the pelvis it carries the uterus and
its appendages with it. The tissue of such myomata is very
liable to become myxomatous, resulting in the formation of
large cavities ; caleification is not infrequent.

Mesometric myomata have been observed as early as the
twentieth year, but the majority occur after the thirty-fifth
year. They are very formidable tumours to deal with; the
best method of treating them, even when large, is enucleation.

Sarcomata.—These are very rare in the mesometrium and
usually consist of spindle-cells. They grow very rapidly and
quickly destroy life. There are good reasons for believing that
many specimens described as myomata or fibroids of the meso-
metrium are really spindle-celled sarcomata. Such tumours
occur in other parts of the subperitoneal tissue, especially in
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Clinieally, such cysts simulate either an ovarian tumour or a
uterine fibroid. When the cysts contain vesicles there is no
difficulty in determining their nature in the course of an
operation. When they are sterile, the echinococeus nature of
the eyst is rarely suspected.

(b) The Mesometrium.—Many examples of echinococcus
colonies between the layers of the broad ligament have been
reported. As a rule, they form part of a general invasion of

Fio. 124.—A mesosalpinx with the tube and ovary in transverse section. The
ovary is flattened upon the wall of an echinococcus colony occupying the
mesosalpinx. *The cut surface of the Fallopian tube.

the subperitoneal tissue. The colonies are apt to communicate
with the vagina, bladder or rectum, and the characteristic
vesicles eﬁe&i}e with the urine or freces. Such communications
lead to septic infection of the cyst, and suppuration with all its
evils is the consequence ; or sinuses form in the groin, and the
patient sinks exhausted from long-maintained auppumting*

(¢) The Bomy Pelvis.—Not the least interesting cireum-
stance in connection with the echinococcus cysts affecting the
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escape of fluid from an echinococcus cyst, in consequence either
of rupture, or of leakage during tapping. Brood-capsules escape
with the fluid, and, gravitating to the recesses of the pelvis,
engraft themselves on the peritoneum,

Diagnosis.—The clinical recognition of echinococeus cysts in
the pelvic organs, mesometrium or bones is sometimes made by
a sort of “ lucky guess "’ when other and more common diseases
can with certainty be excluded. Occasionally when a patient
seeks advice for pelvic trouble, and brings ‘‘ vesicles ” which
have escaped by the rectum, vagina or urethra, much speculation
is spared. When the bones are eroded and swellings form
under the skin, they are punctured, and characteristic fluid with
vesicles and hooklets escapes, and so the diagnosis is established.
When the cysts suppurate, the physical signs are those of
abscess.

Treatment. —When the cysts take the form of pedunculated
tumours, either of the omentum or uterus, they require the same
treatment as ovarian tumours—wiz., ligature and removal.
When sessile, or when their false capsules are very adherent,
enucleation of the mother cysts is a very successful measure.

Should the cysts burrow in the mesometrium and open into
hollow pelvic viscera, then the treatment of the suppurating
cavities and sinuses is very unsatisfactory and is rarely success-
ful. The method of dealing with them should be on the same
principle as that adopted for pelvic abscess. The course of the
case is very protracted, and death usually occurs from septic

complications.
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sought for ; if they can be excluded, a pelvic examination should
be made to determine the presence of abnormalities. It must
be remembered that pregnancy may occur before the patient
has menstruated. In the absence of the above conditions, a
diagnosis of immaturity is arrived at by exclusion.
Prognosis.—We can formulate some general principles to
guide us in a prognosis, when consulted in any given case on
account of the non-establishment of menstruation. The two
points on which we shall most probably be asked to express an
opinion are, first, the likelihood of menstruation coming on ;
second, the likelihood of child-bearing in case of marriage.
With regard to the first point, the coming-on of menstruation,
our forecast will depend, in the first place, on the patient’s age.
An analysis of the age of puberty in 1,000 cases shows that—

28-8 per cent. of girls do not menstruate before the age of 16
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Even without examination, therefore, we can give a good
prognosis in the case of a girl of sixteen or seventeen; at
eighteen or nineteen the prognosis must be more guarded, and
the effect of treatment should be watched ; after the age of
twenty no opinion should be expressed without making an
examination,

In the second place, we shall be guided by the general health
of the patient. If she be suffering from anmmia, tuberculosis,
or other constitutional condition that may cause amenorrhcea,
we shall be able to say (with the proviso of age just considered)
that menstruation will probably begin when the general condition
has improved. :

Supposing the general condition to be good, and the patient
to be twenty years of age or older, the development of breasts
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preferably under an angsthetic; for if a condition of under-
development be present, prolonged drug treatment is futile, and
disappointing to the patient. Under these circumstances it is
best to explain the condition and leave matters alone. The
most effective stimulus is that supplied by marriage, which may
bring to rapid maturity an otherwise tardy reproductive develop-
ment.

2. Secondary Amenorrhcea.—Cessation of menstruation,
like primary amenorrheea, may be temporary or permanent ; the
latter kind is synonymous with the menopause. The term
““ amenorrhcea "’ is not applicable after the menopause, any more
than it is before puberty; this is why the term ‘‘secondary
amenorrheea ' is restricted to the temporary condition.

Causes of Secondary Amenorrhaea.—These are :—

1. The same constitutional conditions as cause primary
amenorrhcea.

2. Pregnancy, lactation, and too-prolonged lactation.

3. Catching cold, as from getting the feet wet during men-
struation.

4. Febrile disorders, and some chronic intoxications such as
morphiomania.

5. Some forms of insanity:.

The diagnosis of the cause of secondary amenorrhcea is always
of importance, because of the possibility of its being physio-
logical. If menstruation ceases abruptly after it has been going
on regularly and in undiminished quantity, pregnancy must be
first thought of, even in the case of unmarried women and
widows, and whatever the patient’s station in life. The mode
of onset of amenorrheea due to anmmia is different ; there is a
history of a gradual diminution in quantity of the menstrual
flow, which becomes very scanty before disappearing altogether ;
in =addition, there is often a history of irregularity extending
over several months or years. The existence of angmia is
readily determined by the history of shortness of breath, languor
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postpone examination until drugs have had a trial. In all
other cases the rule is urgent and imperative: In all cases
of uterine hemorrhage a careful vaginal examination must be
made. The non-observance of this rule has often enabled
uterine cancer to make such progress that when at last it
is discovered there is no possibility of cure ; whilst in other cases
a polypus, whose removal at any time would have been most
easy, has been allowed to blanch a woman to such an extent
that months or years have been required to make up the
lost ground.

Causes.—These may be enumerated as follows :—

Menorrhagia.—1. Constitutional Causes.—Purpura, scorbutus,
hemophilia, hepatic eirrhosis, overindulgence in food and alco-
holie drinks, and warm climates.

2. Local Causes.—Uterine congestion and displacements ;
endometritis, subinvolution, and retention of products of con-
ception ; uterine fibrosis ; new growths of the uterus, such as
mucous and fibroid polypus, adenoma, fibro-myoma, sarcoma
(including *‘ deciduoma malignum '’) and earcinoma ; tubo-ova-
rian inflammation, especially when suppurative ; some ovarian
tumours.
~ Metrorrhagia.—There are no constitutional causes for metror-
rhagia which is always due to some disease of the uterus or
appendages. 3

Local Causes.—Mucous or fibroid polypus ; retention of
products of conception ; extra-uterine gestation ; hemorrhages
connected with pregnancy ; new growths of the uterus as above.

It may be remarked, incidentally, that hemorrhages occurring
during pregnancy, whether intra-uterine or extra-uterine, do not
properly come under the category of metrorrhagia ; for although
etymologically the term means  flow from the womb,” it has
come to be used to indicate ‘‘ intermenstrual ' as distinguished
from “ menstrual  bleeding ; and h@morrhages during preg-
nancy cannot be described as * intermenstrual ”. It is, how-
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Menorrhagia due to pathological conditions of the endometrium
may pass on, almost insensibly, into metrorrhagia. That is to
say, the monthly flow becomes at first prolonged ; from four or
six days it may extend to ten or twelve, and ultimately the
h@emorrhage may become constant, with the exception, perhaps,
of a few clear days here and there, which bear no sort of relation
to the monthly periods.

Diagnosis.—Menorrhagia and metrorrhagia are of the greatest
possible importance as symptoms of organic disease. From the
point of view of diagnosis, the age and sexual history of the
patient will materially assist us. Accordingly, cases of menor-
rhagia and metrorrhagia may conveniently be considered in two
main groups, with minor subdivisions, according to certain
salient features, which would be readily recognised if the
inquiry were being conduected in the presence of an actual case.

Grroup 1.—Cases in which the Patient s a Virgin.—Below
the age of twenty-five increase of the menstrual flow is most
often the result of uterine congestion, which in turn may be due
to cold or exposure during a period. Sometimes a mucous or
glandular polypus will lead simply to menorrhagia, but much
more frequently it produces metrorrhagia. This fact usually
serves to distinguish h@morrhage due to congestion from that
which is due to a polypus.

At any age menorrhagia may be due to.retroflexion of the
uterus, combined with retroversion.

Above the age of twenty-five uterine fibroids begin fo be an
important factor, though they are not very often found before
the age of thirty or thirty-five. At first a fibroid causes simply
an increase in the quantity and duration of the monthly flow ;
and in the case of an interstitial fibroid this characteristic may
remain even when the tumour is large. On the other hand,
increase of size is often accompanied by intermenstrual hmmor-
rhage, and this is almost invariably the case when the tumour is
submucous or polypoid. A subserous fibroid does not commonly
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(a) The Patient has never been Pregnant.—When a patient
who has been married but a short time gives a history of
menorrhagia following on symptoms of gonorrheeal infection,
such as purulent discharge and scalding micturition, she is
probably suffering from pyosalpinx. In the absence of such

infection, menorrhagia, accompanied by backache and leucor-

rheea, points to uterine congestion, probably brought on by
want of moderation in the sexual functions. Metrorrhagia
coming on in the absence of any signs of pregnancy points to a
polypus ; slight metrorrhagia, accompanied by severe lateral
pain, especially when following on a short period of amen-
orrhcea, must lead one to look for extra-uterine pregnancy.
Menorrhagia, followed by metrorrhagia, in a woman over
thirty-five, will suggest uterine fibroid ; whilst hamorrhage
occurring after forty is suspicious of malignant disease. In
their tendency to the last two conditions, married nullipare
resemble unmanrried women ; that is, they are prone to fibroids
and to carcinoma or sarcoma of the body of the uterus, whilst
they are relatively exempt from cancer of the cervix.

(b) The Patient is Pregnant.—As a rule, hemorrhage coming
on after a few months of amenorrhcea points to a threatened
abortion ; and if profuse and accompanied by rhythmic pains,
the miscarriage may be regarded as inevitable. The possibility
of a hydatid mole must also be remembered. Irregular hemor-
rhage, small in quantity and dark in colour, following on &
short period of amenorrheea, may be due to tubal pregnancy.
From the middle of the term of pregnancy onwards, hemor-
rhage may be due to placenta prmvia or to partial detachment
of the placenta. Occasionally ctrcinoma of the cervix com-
plicates pregnancy, and causes metrorrhagia.

(¢) The Patient has been Pregnant.—In cases of recent
pregnancy, menorrhagia may be due to subinvolution ; but
when associated with metrorrhagia, the cause is often a piece
of retained placenta. It must be remembered that the condition
known as deciduoma malignum is characterised by metrorrhagia.

4
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Treatment.—When menorrhagia is due to constitutional con-
ditions or to subinvolution, or when no definite local cause
other than congestion can be assigned for it, medicinal measures
are indicated. These, of course, include the special treatment
of any defective general condition,

General hygiene must be considered. This includes modera-
tion in food and drink, the avoidance of excessive fatigue, hot
and badly-ventilated rooms, and too frequent sexual intercourse.
The last is a frequent cause of uterine congestion and resulting
menorrhagia,

Among uterine h@mostatics we may mention, in the first
place, ergot and ergotin. The former is given in the form of
liquid extract ; usually drachm doses should be prescribed, as
smaller doses may have very little effect. Ergotin is given in
3 grain doses, either in tabloid form or hypodermically. It is
often useful to combine ergot with the tincture of hydrastis, or
of hamamelis, in 15 to 20 minim doses ; or these two drugs
may be given together, without ergot. A relatively recent
uterine hemostatic of great value is stypticin (cotarnine hydro-
chlorate), which may be given alone in 1 grain doses, or com-
bined as in the following preseription, made up in palatinoid
form : hydrastin hydrochlorate, 4 grain; ergotin, § grain;
cannabin tannatis, § grain; stypticin, } grain. Any of these
preparations may be administered three times a day. It is
advisable for the patient to begin taking the medicine two or
three days or a week, according to circumstances, before the
period is due. The same treatment may be carried out, at. any
rate as an adjunct or as a temporary expedient, in cases of
metrorrhagia ; but it must be remembered that whereas someé
cases of menorrhagia are due to conditions of congestion, and
so yield to drugs, the great majority of cases of metrorrhagia
are due to some definite pathological condition which requires

operative treatment.
Among accessory measures in the treatment of menorrhagia
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CHAPTER LI.

DISORDERS OF MENSTRUATION (CoNTINUED).

DYSMENORRHCEA ; MEMBR&NOUS DYSMEN-
ORRH@EA AND INTERMENSTRUAL PAIN.

Dysmenorrhcea.—This means “ painful menstruation,” but
we must qualify our definition, for 60 to 70 per cent. of women
suffer pain during menstruation, and we cannot say that we
have to deal with dysmenorrhcea in this proportion of cases.

Dysmenorrheea affects different women in different ways. In
some the pain is abdominal, being referred more especially to
the umbilicus and the hypogastric region below it; and it is
then usually a kind of colic—a sharp ‘‘doubling-up™ pain.
With this is often associated pain shooting round the hips and
down the thighs nearly to the knees, mainly in the area of
distribution of the obturator nerve ; that is the inner side of the
thigh. With others the pain is mainly or entirely sacral—a
dull, aching pain low in the back, described sometimes “ as if
the back were going to break in two,” and leading to a feeling
of marked lassitude and weakness and a desire to sit or lie down.
Or, again, the pain may be limited to one or other side of the
abdomen in the iliac region, the position to which ovarian pain
is referred. Lastly, the pain may be felt in all these regions at
once, being described as “all round the lower part of the
body .

The successful treatment of dysmenorrhoea depends in great
measure on a recognition of its proximate cause ; and tabulating
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of weight and bearing-down. The congestion is in many cases
otherwise indicated by leucorrheea in the intervals of menstrua-
tion, and the subjects of it nearly always suffer from chronic
constipation. On examination, marked pulsation of vessels in
the vaginal vault may be felt ; the uterus is often heavy and
rather bulky, and the vulva is apt to become swollen during
menstruation, :

2. Faults of Conformation.—In cases of underdevelopment,
when the uterine canal is narrow and the walls unduly rigid,
the swelling of the endometrium that precedes and accompanies
menstruation may lead to pain. A uterus of this type is, in
addition, not infrequently acutely flexed, either backwards or
forwards, and there is stenosis of the os infternum, due to
“kinking ”. Two other forms of stenosis are found in associa-
tion with these uterine conditions, namely, anatomical stenosis,
due to cicatrisation after inflammation or to fibroid induration ;
and spasmodic stenosis, due to muscular contractions. In
cases of stenosis, when the uterine sound is introduced, the
patient sometimes complains of pain in the back, which she
says is just like her menstrual pain, at the moment the sound
is passing the os internum. Probably the passage of the sound
induces reflex spasm, and so leads to pain. This form is some-
times called ‘‘ spasmodic dysmenorrheea”. The term * obstruc-
tive dysmenorrheea " has also been employed ; but it is probably
incorrect. If the stenosis were sufficient to cause “ obstruction ™
we should expect to find accumulation of menstrual products
behind the obstruction, with dilatation of the body of the uterus.
It is doubtful whether either of these conditions is ever found ;
it is more probable that the pain is fo be explained partly by
the compression of the swollen mucosa as above stated, and
partly by the occurrence of painful uterine contractions, especially
when there is marked flexion. This view is supported by the
analogy of labour pains, which are also referred to the bac‘k‘
It is to be noted that many women menstruate painlessly in
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gestion before the flow begins, and the pain generally occurs
during the congestive period—the commencement of the flow is
then accompanied by a feeling of relief. When menstruation is
painful and secanty, the pain more often occurs during the flow,
and has its origin in painful uterine contractions. The situation
of the pain has also its significance; when this is in the back,
the cervix is generally at fault, and stenosis of the os internum,
acute flexion, or cervical endometritis may be suspected. On
the other hand, pain referred to the umbilicus is related to
disturbance in the body of the uterus, especially in the fundus;
it is analogous to after-pains, and is often associated with the
passage of clots. Pain in the iliac fosse is suggestive of ovarian
inflammation or irritation, or of salpingitis. In the case of
married women, and single women who have not been relieved
by medicinal measures, an examination should be made in order
to determine the presence of some anatomical cause for the
dysmenorrhcea, such as those previously enumerated, namely,
endometritis, flexions or displacements of the uterus, prolapse
of the ovaries, inflammation or eystic growths of the ovaries,
salpingitis, pyosalpinx, or general pelvic peritonitis with adhe-
sions.

Treatment.—For constitutional or functional dysmenorrheea
the remedy lies in improved hygienic conditions, more exercise,
plain and sufficient food, early hours, regularity of habits, with
a definite occupation in some cases and restricted mental work
in others. Among the medicinal measures for the relief of
menstrual pain, a foremost place must be given to aperients
and purgatives, which should be administered a day or two
before menstruation is expected. By this means congestion is
much reduced. Hot foot-baths and sitz-baths are useful
adjuncts. With regard to drugs, diffusible stimulants are useful
in congestive cases, and they may be combined with sedatives,
as in the following mixture : bromide of ammonium, 10 grains ;
solution of acetate of ammonia, 1 drachm, or aromatic spirits of
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The local applications must be supplemented by plenty of
rest and regular attention to the bowels. In the severer kinds
of pelvie inflammation the dysmenorrheea is an incident, rather
than a leading feature ; and the mode of treatment, whether
medicinal, surgical, or expectant, will depend on the exact
nature of the case, so that no general rules can be laid
down,

In conelusion, it must be remembered, that dysmenorrheea,
like menorrhagia and metrorrhagia, is in most cases only a
symptom, the origin of which requires to be investigated ; it is

only in a minority of cases that it is present without any

constitutional disturbance or anatomical pelvic condition to
account for it.

Membranous Dysmenorrhcea.—This is the name given
to a condition in which menstruation is very painful and is char-
acterised by the discharge of membrane from the uterus.

Nothing is known respecting its cause.

Pathological Anatomy.—When complete, the membrane is a
hollow cast of the interior of the uterus; it is the shape of
an isosceles triangle, the base of which corresponds to the fundus
of the uterus. At each of the truncated angles there is an
opening, the small ones at the base indicating the position
of the uterine ostia of the Fallopian tubes, and the larger apical
opening marking the site of the os internum. A menstrual
decidua is usually 2'3 em. in length, and 2 mm, in thickness.
The inner surface is smooth, and dotted with minute pits,
the orifices of the uterine glands. The outer surface is
shaggy, as is best seen when the membrane is floated out
in water., Histologically, the membrane consists of recent
blood-clot, characterised by the presence of a large excess of
leucocytes ; fragments of organised tissue are found, consisting
of small round cells with a small amount of delicate fibrous
stroma, and sometimes portions of shed and partially dis-
integrated epithelium. No glands are found, nor are the large
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recurrent pain in the intermenstrual periods. There may or may
not be pain at the periods themselves.

Causation and Pathology.—This is as yet obscure. It has
been attributed to recurring painful ovulation independent of
menstruation. The more probable explanation is that it is due
to painful efforts on the part of a diseased tube to expel its
contents. In the majority of instances it has been found
associated with tubal mischief, and especially with that curious
condition known as intermittent hydrosalpinx. If is suggested
that the uterine congestion which precedes menstruation causes
ocelusion of the uterine ostium, and accumulation of catarrhal
contents in the tube : the distension causes pain. When men-
struation occurs, the congestion is relieved, the uterine ostium of
the tube becomes patent and the tube discharges its contents.
Pain is then relieved (Addinsell).

Symptoms.—It is in harmony with the above explanation
that a discharge of watery fluid occurs periodically in some
cases after menstruation ; and the tube, which had previously
been felt to be enlarged, is now found flaccid. When these con-
ditions are present, associated with the periodic intermenstrual
pain, the diagnosis may be regarded as conclusive.

Treatment.—Abnormal conditions of the tubes may require
to be dealt with surgically. In the absence of such signs the
pain may be alleviated by drugs.
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kraurosis vulvee, an inflammatory condition of the hymen or
caruncule myrtiformes ; inflamed Bartholinian glands ; urethral
caruncle. Piles will often produce a condition of vaginismus.

(¢) More deep-seated conditions, such as metritis, pelvie
inflammation, and prolapse of the ovaries. The last mentioned
1s a frequent unsuspected cause of dyspareunia; prolapsed
ovaries are nearly always hyperasthetic, and pressure upon
them, whether during intercourse or during a vaginal examina-
tion, gives rise to acute pain. |

Treatment.—The first essential is to discover the anatomical
cause, if one exists ; otherwise time and effort may be wasted
in the adoption of constitutional treatment, when a simple local
application may effect an immediate cure. Thus, in all in-
flammatory conditions, these must be treated by the methods
described under their respective headings, and temporary
sexual abstinence must be enjoined. When the vaginal orifice
is small, the use of simple lubricants such as vaseline may
suffice ; if not, it must be dilated with the fingers, or with
dilators, preferably under an anwsthetic ; a series of Fergusson's
specula often answers very well. A rigid hymen should be
incised, and a sensitive one excised. Simple vaginal hyper-
wsthesia may be relieved by a vaginal pessary containing 4 to 1
grain of cocaine, and made up with cacao butter ; this is inserted
ten to fifteen minutes before intercourse. Hypermsthesia is also
often improved by dilation under an anwsthetic. Caruncles and
cysts must be removed. Vaginismus due to kraurosis must
be treated by anmsthetic local applications, such as carbolic
acid, cocaine, or menthol ; or by dissection, as deseribed under
Kraurosis (p. T4).

In the case of hysterical or nervous women, constitutional
remedies may be required, including sedatives such as bromides
or hyoscyamus.

It must be remembered, however, that the cases where no
local treatment is available are very rare, and include cases of
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children, has ceased for three years to exhibit fertility has
probably become relatively sterile—that is, will probably bear
no more children —and the probability increases as time
elapses.

(2) Deficient Ovulation.—When the ovaries are under-
developed, sterility is absolute. ~The atrophy which they
undergo as time goes on has the same effect, and to this may
be attributed the inecreasing sterility as the age of marriage
is postponed. Ovarian disease, such as solid tumours and
eysts, also leads to sterility. These conditions may generally
be diagnosed by careful bimanual examination. Delay or
absence of menstruation cannot be regarded as an absolute
indication of sterility.

(3) Deficient Uterine Changes.—When the uterus is very
small and menstruation absent or seanty, sterility nearly always
results. This may be due in some cases to the concomitant
deficiency of ovulation; in others to the inability of the uterus
to prepare for an oosperm (fertilised ovum).

(4) TIncomplete Sewual Intercourse.—This may be due to
narrowness of the vagina or to a rigid hymen. It must be
remembered, however, that conception may occur when pene-
tration has never taken place.

(5) Mechanical Obstacles to Impregnation.—Under this head
are included all cases of atresia, whether of the vagina, of the
internal or external os of the uterus, or of the Fallopian tube.
The latter frequently becomes sealed up at its fimbriated ex-
tremity, as the result of pyosalpinx ; uterine atresia may also be
due to disease, but congenital atresia is probably more common.
Vaginal atresia is nearly always congenital. The mechanical
obstacle may consist not in atresia, but in want of adaptation ;
as, for example, in cases where the cervix is pointed markedly
forward, either from retroversion or from anteflexion. The
spermatozoa, which, as the result of intercourse, come to lie
prineipally in the posterior vaginal fornix, are then unable to
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for dysmenorrhea will prepare for the finding of congenital
smallness or anteflexion of the uterus; whilst if the patient
has worn pessaries, a present vaginitis or endometritis may
be explained, or retroversion, or hernia of the pelvic floor
may be expected. So also the patient may have had curetting,
trachelorrhaphy, amputation of the cervix, perineorrhaphy, or
abdominal section performed, and these will all shed light on
the present condition. |

(c) Menstruation.—The age of the onset of menstruation,
and of its cessation if the patient be past the menopause, should
be noted ; also its regularity, duration, the quantity of the flow
as estimated by the number of diapers used, and its association
with pain. It is important to ascertain whether the character
of the menses has altered ; thus, if there has been a gradual
diminution, followed by cessation, in a young woman, it is
probably due to ansmia; diminution in an adult is often
associated with ovarian tumours, Increase in the duration
and quantity will point to a polypus, to retention of products
of conception, or to pelvic congestion ; it may be due to a fibro-
myoma, or to malignant disease. The diagnosis, especially
between an ovarian tumour and a fibro-myoma, is often
facilitated by a careful inquiry as to menstrual changes.
Recent amenorrheea, following on previous regularity, 1s
always suggestive of pregnancy. When the menses have
never appeared, and the patient has reached adult life, there
is a likelihood of congenital malformation, with or without
retention of menstrual produects.

(d) Confinements ; Miscarriages.—The patient may give a
history of sterility after several or many years of ma.rriedilife.
This, especially if associated with dysmenorrheea, will lead one
to suspect underdevelopment of the uterus, or if there is at
the same time a history of gonorrheea, there is considerable
probability of disease of the uterine appendages. This prob-
ability is increased if the sterility has supervened after a
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indicate tubal gestation or cancer; bleeding that has gone on
for many months is more likely to be due to a polypus or to a
myoma. So also a tumour that has existed many months
without much increase in size cannot be due to pregnanecy.
An illness that has come on suddenly, with severe pain,
generally indicates pelvic inflammation, but it may also be due
to tubal gestation, to the rupture of a cyst, or to torsion of
a pedicle. The history of new growths is a gradual onset,
whilst conditions such as chronic endometritis and uterine
displacements have probably existed, off and on, for several
years. The history of tubal disease is generally that of chronic
ill-health with periodic exacerbations.

(f) Present Symptoms.—In the out-patient room and in
the consulting room the symptoms will generally be ascertained
at the outset ; but in *‘ taking out a case '’ in hospital it is best
to first obtain the previous history. In many gynacological
conditions the symptoms present a marked similarity; thus,
pain referred to the sacrum or hypogastrium, and pains on
sitting or walking, leucorrhcea, menorrhagia and dysmenorrheea,
may be met with in the most varied diseases. We shall
attempt, however, to analyse them to some extent, in order
to estimate the value to be attached to them in forming a
diagnosis.

Pain.—This, when referred to the umbilicus and hypo-
gastrium in front and to the sacrum behind, generally indicates
uterine disorder. It is found characteristically as dysmen-
orrhea. It is said that the pain may be further localised, and
that sacral pain has its origin in cervical conditions, whilst
when the fundus is involved the pain is referred to the umbilicus.
This view receives support from the fact that in passing a sound
through a narrow cervix or internal os the patient often com-
plains of sudden pain in the back, whilst on touching an
inflamed fundus abdominal pain usually results. A sense of
aching, fulness, and ill-defined weight, often summed up by the
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nancy, an ovarian cyst in the recto-vaginal pouch, or a eyst in
the left broad ligament. Constipation is favoured also by these
conditions, and the pain is then aggravated by the hardness of
the motions. A prolapsed and inflamed left ovary is very liable
to cause an acute and sickening pain during defmecation. When
the patient complains of * bearing down in the back passage ™
piles are often found, due in part to constipation and pelvic
congestion,

The principal bladder symptoms are frequency of micturition,
incontinence, retention of urine, and burning pain on passing
water ; both frequency and incontinence may be of nervous
origin and occur in angmic and neurotic girls. In such cases
the absence of organic cause for the symptoms is shown by the
relief which follows simple hydrostatic dilatation of the bladder.
In other cases these conditions arise from moderate pressure on
the neck of the bladder causing continual irritation. If the
pressure be greater, retention results, and later the overflow
due to retention—i.e., a spurious incontinence. The conditions
which give rise to pressure are retroversion of a gravid or
otherwise enlarged uterus, pelvic inflammation, and the jamming
of the uterus against the pubes by a growth filling the
recto-vaginal fossa. Burning pain on passing water is always
found with gonorrhceal urethritis, and it may occur also from
non-gonorrheeal leucorrheeal discharges, causing peri-urethral
excoriation and irritation, and from the presence of an urethral
caruncle,

General Symptoms.—Under this heading are included
symptoms other than pelvic ; thus, a patient with amenorrheea
may complain of palpitation and shortness of breath due to
anmgmia : amenorrhcea due to this cause does notf, of course,
require a vaginal examination. Or the complaint may be reflex
functional disorders : such as vomiting, disordered vision,
epilepsy or other neuroses. This will necessitate the prelimin-
ary examination of the organs to which the symptoms are






CHAPTER LIV.

DIAGNOSIS (CoNTINUED).

THE PHYSICAL EXAMINATION.

(@) General Health and Appearance.—The information to be
gained under this head comprises (1) evidences of fever, as
indicated by pulse and temperature, by extra dryness of the
skin, or by sweating; (2) evidences of wasting; (3) indications
of the general nutrition of the body. In the face we shall read
signs of anwmmia, jaundice, cachexia, habitual suffering, or
anasarca, There may be cedema of the lower limbs, or varicose
veins, indicating backward pressure in thorax, abdomen or
pelvis. General signs of underdevelopment may be noted,
such as a childish face, smallness of the breasts, a narrow
pelvis and deficiency of pubic hair. Dark mammary areols
and the presence of milky secretion In the breasts may give
useful information as to a previous or present pregnancy.

(b) Condition of the Cardiac, Respiratory, Digestive, Excre-
tory and Nervous Systems.—This part of the examination need
not always be made exhaustively, but no well-marked patho-
logical condition should ever be overlooked. Thus, when there
has been sudden pain or collapse, a perforated gastric ulcer,
~or vermiform appendix, or a gall-bladder with impacted stone
may require to be diagnosed from tubal gestation, a ruptured
cyst as pyosalpinx. Renal or biliary colic may simulate pelvic
pain,

(¢) The Abdomen.—Note the presence of striw as indicating
(400)
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We must begin by excluding the first two conditions : pal-
pation and percussion will generally suffice, especially under
an anwesthetic. Ascites is indicated by the absence of definite
limits, the dulness in the flanks and hypochondrium with
resonance in the epigastrium, the line of dulness having a
margin concave toward the umbilicus, and the variations in
dulness on altering the position of the patient. An encysted

Splenic enlargemend.
Renal swelling.
Cwerian cyst,

preguancy, Gth mih,
{}r oy #

ﬂ-ﬂ-!t::y, Sth mith.,

or fibroid.

— Pregnancy, 4th mth.
fibroid or distended
bladder,

F16. 126.—Diagram to indicate the positions of abdominal swellings.

collection of peritoneal fluid may, however, have fairly daﬁnit:.e
margins, unaltered by the position of the patient, and lie
excentrically.

The next question is, Does the swelling originate il:l !ahla
pelvis? If so, palpation cannot reach its lower margin; if
we find the swelling median and uniform, it is probably &
gravid uterus, a uterine myoma, or a large ovarian tumour ;






404 DISEASES OF WOMEN.,

necessary, by passing a sound into the urethra or the finger
into the rectum.

Heat and dryness of the vagina indicate pelvie inflamma-
tion; heat and great moisture indicate vaginitis or pelvie
congestion ; the latter may be due to pregnanecy, in which
case we shall find the well-known purple coloration.

Marked pulsation of the vaginal vessels is most often due
to pregnancy or uterine fibroid; if confined to one fornix,
there is probably tubal disease or tubal gestation.

At this stage we shall discover swellings in the vagina due
to cysts or to lateral hematometra: the exact diagnosis will
probably require aspiration with a fine trocar. Growths
affecting the vagina will be recognised without difficulty, but
we may find other things projecting, such as polypus or an
inverted uterus, which must be investigated as previously
described. = The condition of the cervix next occupies us—
lacerations, erosion, faulty position, softness due to pregnancy,
malformations, cancer, the patulousness or otherwise of the
os externum. If the cervix be normal in these respects, we
proceed at once to ascertain the position, mobility and size
of the uterus by bimanual examination. If the position be
faulty, it may be due to a simple displacement, to pelvic in-
flammation, or to the distortion due to a tumour pressing on it ;
fixedness may also be due to one of the last two conditions.
If pelvie inflammation be present, it will be indicated by the
board-like hardness, converting the structures at the summit
of the vagina into a kind of firm roof. The position and limits
of the effusion are determined by bimanual examination, and
the parts will usually be very tender to manipulation. A large,
soft, movable uterus is nearly always indicative of pregnancy;
this may be simulated by a soft fibro-myoma, and in diag-
nosing the condition we shall have to be guided by the history,
especially the suppression or increase of menstruation, and by
the age of the patient, for fibro-cystic tumours generally oceur
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behind the vagina, and rectal examination may be necessary
to determine whether the mass is between the vagina and
rectum or in the rectum itself, for seybala in the rectum give
much the same sensation. And here we may remark that the
feeling of a swelling in the pouch of Douglas, or in the left
broad ligament, may be so closely simulated by malignant
disease affecting the sigmoid flexure that a rectal examination
is necessary to clear up the diagnosis. It is often impossible
to distinguish between tubal disease and small ovarian or
broad-ligament cysts. When double, and following on an
attack of gonorrhceea, the probability is in favour of tubal
disease ; but bilateral ovarian cysts are not uncommon. It is
then somefimes possible to feel the tube passing over the
swelling, or, when the tubes are affected, the ovaries may be
felt separately. On the right side tubal disease is often closely
simulated by disease of the vermiform appendix. The history
will serve as a guide; but sometimes the diagnosis can only
be made after the abdomen is opened.

The consistency of a small pelvic tumour is often very mis-
leading, so that a tense cyst may be mistaken for an outlying
myoma, and vice versa. When a mass of some size oceupies
the recto-vaginal pouch we may have to distinguish between a
cyst, an enlarged retroverted uterus, a subperitoneal fibroid,
and a hematocele. If the passage of the sound be contraindi-
cated, the diagnosis is sometimes difficult ; but careful examina-
tion under an anmsthetic may enable us to feel the fundus of
the uterus distinet from the tumour. A hgematocele under
such circumstances will generally be due to rupture and
subsequent encystment of a tubal gestation; but it may also
be due to tubal abortion.

Tubal disease, extra-uterine gestation, and small cysts,
especially when suppurating, may be complicated by pelvic
inflammation ; it will then be necessary to wait until this is
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instruments are made of steel, but knives may be fitted to
handles which: are coated with nickel, so that they retain
their brightness,

It is assumed that the student before he begins the study
of gynmcology has been a dresser, and is already familiar with
the common tools of surgery, such as knives, dissecting-forceps,
artery-forceps, pressure-forceps, needle-holders, retractors and
the like. He should also be familiar with the various kinds of
material employed to secure bloodvessels and wounds, such as
catgut, fishing or silkworm gut and silk. His occupation of
dresser will have made him acquainted with the various kinds
of material used as dressings for wounds.

Although a large number of gynscological operations may
be carried out with the assistance of the implements employed
in general surgery, nevertheless there are certain instruments
indispensable to the performance of vaginal operations. Some
of these, such as the speculum, the uterine sound and the
volsella, have already been described in chapfer iii. Others
will be considered with the operations in which they are of
special service.

The student should realise that it is part of his duty to make
himself familiar with the names of the instruments as well as
to understand their use. If he has the least taste for mechanies,
there is much to interest him in the construction of surgical
instruments, and there is need also for improvement : the
names of some great surgeons, famous in their day for opera-
tive ability, are saved from utter oblivion by the fact of being
associated with the invention or improvement of some useful
instrament of surgery. Thus the history of instruments em-,
ployed in special departments of surgery 1is indirectly the
history of the speciality.

In gynwmcology, as in other departments of surgery, many
operations are carried out upon definite principles—the out-
come of the accumulated experience of many operators. The
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performed during menstruation do very well, and we have
never seen anything untoward arise in such circumstances.

The ensuing accounts of operations will not be merely de-
scriptions of the methods of performing them, but will contain
information concerning the various sequele and remote effects,
as well as the immediate risks to life.

In order to prevent repetition, it will be useful to describe
the preliminary preparation of the patient.

In all operations belonging to this group it is important to
secure the services of a nurse who has had a gynwcological
training. Such a nurse understands the methods of washing
and disinfecting the vagina, is apt at passing the catheter, and
without fuss arranges the patient and prepares the needful
apparatus. For any operation under an anmsthetic the patient
should abstain from food for at least four hours—six is pre-
ferable : this not only prevents vomiting during the exhibition
of the drug, but diminishes the chances of its occurrence on
the return to bed. As in other cases, the rectum should be
thoroughly emptied by an enema some hours before the time
fixed for the operation.

It is good practice to have the nurse in attendance upon the
patient at least forty-eight hours before operation : they grow
accustomed to each other, and the nurse is able to douche the
vagina systematically—an important matter when there is a
purulent or offensive discharge. In ordinary cases a douche,
morning and evening, of a quart of warm water lightly tinged
with permanganate of potash answers every purpose. When
the discharges are offensive, then it will be necessary to employ
a lotion of perchloride of mereury (1 : 5000).

The room (when there is opportunity for choice) should be
well lighted and well ventilated. If near a bath-room or
water-closet, the surgeon should satisfy himself that these
offices are in a sanitary condition.

In all vaginal operations the patient lies upon her back,
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receptacle. The table should be so arranged as to face a
window free from the encumbrance of thick blinds or curtains.
The Crutch.—This invaluable instrument consists of two
stout semicircular bands fitted with leather straps and buckles
for grasping the legs just below the knees: the bands are fitted
to a sliding cross-bar of iron which can be lengthened at will
by means of a thumb-screw. When fixed to the legs, the
patient can be secured in the lithotomy position by a broad
strap passing obliquely around the shoulders (fig. 128).

F1a. 128, —Patient secured in the lithotomy position by means of a crutch,

Every well-trained nurse in arranging for a vaginal operation
prepares the following things :—
1. A firm and convenient table ;
2. Waterproof sheeting ;
3. A dozen towels;
4. Plenty of warm water ;
5. Douche-can ;
6. Aseptic cotton-wool dabs ;
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page 415: Scissors, angular and flat; hsmostatic forceps ;
silkworm gut ; perforated shot and coils (see p. 448) ; needles
in handles ; and a shot compressor.

Fra. 130.—Perineorrhaphy for partial laceration ; showing the line of incision.

Partial Perineorrhaphy.—This is the operation for the repair
of a partial laceration. The patient being fl-ﬂlEBthEt-iEEld and
placed in the lithotomy position, the lower portions of the vulva
are shaved. A vaginal douche is given, and the vagina is
cleansed by thorough swabbing. Two fingers are introduced
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opposite one another. The flap so marked out is raised as
in fig. 131. To assist in this step, an assistant should hold the
flap in the middle of its posterior border, with forceps. In the
figure it is shown held up by a thread. During the dissection,
which splits the recto-vaginal septum, the operator must be
careful neither to button-hole the flap, nor to let the scissors
cut into the rectum. It is important that the flap sheuld
be well freed at its upper lateral portions. The next step is
the introduction of the sutures. These may consist of silk
or silkworm gut. A needle with a large curve is introduced,
unthreaded, at the margin of the incision, it is passed deeply
under the wound and made to emerge at the corresponding point
on the opposite side, after which it is threaded and carefully
withdrawn. Great care is necessary not to pierce the rectum.
Three to five sutures are passed in this way, according to
the extent of the laeceration: the most anterior one should
correspond to the anterior limit of the incision (fig. 131). Before
these sutures are fastened, the flap must be dealt with. in
the following fashion: It is doubled up on itself laterally,
by means of a continuous suture of fine silk, which starts at the
apex of the flap and passes from side to side, bringing the edges
gradually together, as in fig. 133, until the two sides of the base
of the flap have been approximated. This suture is made off,
and the deep lateral sutures are then fastened either by tying,
or by means of shot and coil. This completes the operation.
The method of dealing with the flap, just deseribed, is an im-
portant point in the operation, for it shuts off any entrance of
discharges into the wound from the vagina. The thickened spur
of vaginal wall which results helps to strengthen the perineum
as with a buttress.

As regards dressing, the vagina is lightly packed with iodoform
gauze, and a pad of sterilised absorbent wool is kept in position
against the perineum by means of a T-bandage.

Complete Perineorrhaphy.—This operation, which is an
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The incision is shown in fig. 132. The point of the scissors
is introduced in the middle line at the edge of the recto-vaginal
septum, which is put on the stretch by two fingers introduced

-
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F16. 133.—Perineorrhaphy for complete laceration ; showing the method of suturing
the flaps to form posterior vaginal and anterior rectal wall.

into the rectum. The ineision is carried along the edge of the
septum, then forward along the junction of skin and vaginal
mucous membrane to the posterior end of the labium minus.
A corresponding incision is made on the opposite side. An
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the rectum, it is well to keep the bowels at rest for two or
three days. The wound should be kept as dry as possible,
and this remark applies to its vaginal as well as to its perineal
portion. For this purpose the pad of absorbent wool should be
. renewed frequently, and fresh iodoform gauze should be intro-
duced into the vagina from time to time. The sutures are
removed from the eighth to the tenth day. It is wise to keep
the patient absolutely resting for three weeks, especially after
complete perineorrhaphy.

Removal of Urethral Caruncle.—This troublesome con-
dition admits of two methods of treatment: 1. Execision; 2.
Destruction by the cautery,

Whichever method be employed, it is wiser to have the patient
an®sthetised. No doubt many cases have been successfully
treated under the use of local anwstheties, but for the satisfactory
relief of this condition it is, before all things, necessary that, what-
soever method be employed, the removal should be thorough.

Instruments required in addition to the list on page 415:
Iris-forceps and scissors; needles and sutures; glass cathe-
ter ; dilators ; a Paquelin or an electric cautery.

(1) Ezcision.—The patient is anwmsthetised and secured in
the lithotomy position. The urethral orifice is well exposed in
a good light and the bladder evacuated by means of a catheter.
The bill of the speculum is then introduced into the vagina,
and the urethra dilated with the uterine dilators up to No. 6.
The caruncle is then carefully dissected from the muscular layer
of the floor of the urethra, and followed up the canal until its
limits are reached, and snipped off. Useful instruments for
this purpose are the delicate forceps and scissors employed for
operations on the iris. After the caruncle is snipped off there
is generally free bleeding : this is easily controlled by passing
two thin silk sutures through the cut edge of the urethral mucous
membrane and the free margin of the urethral orifice. When
the sutures are tied the bleeding ceases.
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scalpel, and leave sufficient loose skin to enable the edges to
be brought into apposition by means of sutures. This is very
desirable, as it controls the oozing and should be followed by
immediate union. When the diseased surface is destroyed by
the cautery, or the surrounding tissues are so involved that a
wide removal of skin as well as clitoris is necessary, then the
denuded area is left to repair by granulation and cicatrisation.

Tumours of the Labia.—No definite plan can be deseribed
to meet the needs of every species of tumour oeccurring in this
region, but the principles involved are those which apply in
other regions of the body. It is advisable to have the hair
removed from the part, the field of operation washed thoroughly
with warm soap and water, and a compress wrung out of an
antiseptic solution applied for twelve hours before the time
fixed for the operation. As the labia are very vascular, opera-
tions on them are attended with free bleeding. It is always
a great advantage to bring the skin edges together even when
it is necessary to sacrifice this tissue freely, as in the case of
cancer or melanoma. In applying dressings to operation
wounds in this region, it is essential to arrange them in such a
way that they need not be disturbed during micturition or be
soiled during the act.

Cyst of Bartholin's Gland.—The incision should be vertical :
when it is possible, the cyst should be removed without being
punctured or incised as this renders the operation easier, and
in the case of abscess the tissues are not soiled with the pus.
But it is often very difficult to avoid puncturing a suppurating
cyst.

Heemorrhage is generally moderately free from the venous
plexus round about; this is especially the case with sup-
purating cysts. In the deeper portions small branches of
the internal pudic artery may be cut and require ligature.
Oozing is best controlled by passing three or four deep sutures
from one side to the other: each suture should enter and
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1. Paring the Edges of the Fistula.—This is effected in the
following manner: Access to the vagina is obtained by means
of a duckbill speculum held by an assistant. The margins of
the fistula are then freely paired by means of a sharp, delicate
knife mounted on a long handle. These knives are usually
supplied in sets of three or four, with the blades adjusted at
different angles to meet any difficulty according to the position
of the fistula. In paring the edges care is taken to avoid
bruising, but it is necessary to thoroughly vivify the whole
circumference of the fistula.

Application of Sutures.—The sutures may consist of silk
thread, or silkworm gut. Whatever material is used, it should
be introduced with a slender needle and should traverse the
muscular, but not the mucous coat of the bladder or urethra
(fig. 134). This stage affords much scope for ingenuity on the
part of the operator.

After the sutures are fastened, it is wise to test the wound to
ascertain if it be watertight. For this purpose milk is injected
into the bladder. Should any escape through the wound, an
additional suture is inserted at the situation of the leak. If all
be secure, the bladder and vagina are gently irrigated with
warm water and the patient returned fo bed.

After-treatment, —It is advisable as soon as the patient
recovers consciousness to allow her to lie on. her side or even
in the prone position.

Some operators prefer to keep a catheter in the bladder for
several days: others of equal experience reject this method
and enjoin the regular careful use of the catheter. It is
important to keep the bowels regular.

Removal of Sutures.—These may be withdrawn about the
eighth or tenth day, and this is best effected under an an-
westhetie,

When the fistula is small, its complete closure may be
effected by a single operation, but in many cases—especially
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removed the kidney in order to relieve women of their almost
insufferable distress.

Utero-vesical Fistula.—This is very rare, and in order to
deal with it the surgeon will find it necessary to separate the
bladder from the neck of the uterus, as advised in the first steps
in the operation of vaginal hysterectomy, in order to expose the
vesical portion of the fistula.

Recto-vaginal Fistula.—This is a fwecal fistula, and when
it complicates grave diseases of the rectum or vagina, such as
cancer, sarcoma, or syphilitic lesions, operations are not ad-
missible.

When the fistula follows an injury and persists, it is treated
on the same lines as a vesico-vaginal fistula. The operation
may be conducted from the rectum when the fistula is access-
ible, but most operators prefer to carry out the treatment
through the vagina.

Colpocleisis.—This term signifies an operation for the
closure of the vagina. It has been practised for the relief of
incurable forms of vesico-vaginal fistule.

The principle of the operation consists in vivifying the whole
circumference of the vagina below the fistula, and then bringing
the pared edges into close apposition by means of silkworm-gut
sutures, on the same principle as that employed for closing
vesico-vaginal fistule,

The Operative Treatment of Atresia of the Genital
Passage.—It will be necessary to discuss operations coming
under this heading in the following order: 1. Imperforate
hymen ; 2. Cicatricial union of the labia; 3. Occlusion of
the vagina; 4. Occlusion of the cervical canal.

" All these operations are undertaken for one or other, and
sometimes to effect all three, of the following objects: (a)
Fivacuation of retained secretion ; (b) To establish a permanent
opening ; (¢) To restore the function of the parts.

1. Imperforate Hymen and Atresia of the Vagina.—It
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2. Cicatricial Union of the Labia.—In this condition
operative measures are needed to remedy defects caused by
noma, burns and injury during delivery.

When the cicatricial union follows noma and burns, it may
lead to complete occlusion of the vulvar orifice in girls, and
produce the same results as imperforate hymen — namely,
ha@matocolpos. To remedy this, it is insufficient merely to
perforate the obstructing septum ; it is necessary to dissect
away the cicatrix and endeavour by means of an adjustment
of skin-flaps to fill in the gap. To obtain flaps for this purpose
the surgeon will often need to exercise his ingenuity, Some may
be obtained, as in rhinoplasty, by turning down adjacent skin,
or by skin brought from other regions, as by Thierseh’s method.

When operative measures are employed to remedy cicatricial
contractions due to injury during labour, they are undertaken
often to restore the functions of the part or to relieve dys-
pareunia. For these ends they are rarely successful.

3. For Occlusion of the Vagina.—Under this heading will
be considered operations where the vulva is naturally developed,
but the vagina ends in a cul-de-sac.

In these cases operation may be demanded to allow of the
escape of retained secretion, or the exercise of the sexual
functions of the parts.

No definite steps can be described to guide the operator.
Each case presents difficulties demanding for their satisfactory
performance much care, experience and skill on the part of the
operator,

The objects to whieh the surgeon directs his attention are
these :—

1. To assure himself as far as possible that the patient has
a normal uterus and functional ovaries.

2. To secure a passage lined continuously with mucous
membrane from the vulva to the neck of the uterus, capable
of permitting coitus.






CHAPTER LVIII.

OPERATIONS ON THE UTERUS.

DILATATION OF THE CERVICAL CANAL OF
THE UTERUS ; CURETTING ; VAGINAL MYO-
MECTOMY.

Dilatation.—It may be necessary to dilate the cervical canal
for the following conditions: 1. To remove retained products of
conception ; 2. Curettage ; 3. For dysmenorrheea ; 4. Removal
of a polypus; 5. Diagnostic purposes in suspected cases of
polypus or cancer of the body of the uterus.

In addition to the usual gynwcological instruments (see p.
415), it is necessary to be furnished with dilators and a curette
(seraper). '

Uterine Dilators.—There are many varieties of dilators ; the
set we find most useful was designed by Dr. W. H. Fenton. It
comprises ten dilators; each consists of a curved metal rod
made of copper and electroplated with silver. The advantage of
using metal dilators is that they can be immersed in the
steriliser. HEach dilator is 30 em. (12 in.) in length, but differs
in thickness at each end, so that after introducing the narrow
~ end into the uterine cavity the operator reverses the instrument
for the succeeding number. For instance, the dilator in fig. 135
has at its upper end a diameter of 10 mm., and at its lower end
a diameter of 11 mm. The degree of gradation is represented
in the drawing, and the actual diameter of a particular dilator

is also given. In using these instruments they need to be
(436)
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its cervical canal. There are several varieties of curettes :
some are shaped like a spoon, with sharp edges, whilst others
are ring-shaped, with thin edges (fig. 136). They are fur-
nished with handles so that they may be effectively used.
Some curettes are made hollow, and are connected with an
irrigator by means of india-rubber tubing, so that a stream of
sterilised water or an antiseptic solution issues from the
instrument and flushes the uterine cavity whilst the seraping
is in progress,

The principle of the curette is this : All soft processes and
diseased tracts of mucous membrane or retained pieces of
placenta and decidua are easily detached by it, whilst its edge
is not sharp enough to damage the underlying muscular wall
of the uterus when the implement is used with due care and
gentleness.

The Steps of the Operation.—The patient is anmsthetised,
and secured in the lithotomy position by means of the crutch.
The vagina is douched with warm water, and the bill of the
speculum introduced into the vulvar orifice. The anterior lip
of the cervix is secured with a volsella, so as to be under the
control of the operator. The uterine sound is then introduced
gently, to furnish information as to the length and direction of
the uterine cavity.

The dilators are then introduced in the following manner :
They lie in their proper order in a vessel of warm water or
weak antiseptic solution ; from this they are taken up in turn
and dipped in vaseline or a vessel containing glycerin and
perchloride of mercury (1 in 2000), or any suitable lubricant,
and introduced into the cervical canal with the right hand,
whilst the operator makes countertraction by firmly grasping
the volsella, which is fixed to the cervix, with his left. The
early numbers usually pass easily so long as they are well
anointed and introduced in the axis of the uterine cavity.

The rapidity and degree of dilation vary with the necessity

e -_-.'.-
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passage is apt to be made, burrowing into the uterine tissue or
into the mesometrium.

After the canal has been dilated to the requisite size, and the
operator has met the necessities of the case by abstraction
of fragments of placenta or a polypus, etc., he thoroughly
douches the cavity with warm water; then dries it with
pledgets of cotton-wool on a uterine probe, and applies iodised
phenol, iodine, or any application he deems necessary to the
endometrium. In cases where the oozing is free, the cavity
may be plugged with sterilised gauze, or gauze impregnated
with lodoform, aristol, or other drugs in fashion. The vagina
is tamponed, the surrounding parts are dried, and the patient
returned to bed.

After-treatment.—This is very simple. In twenty-four hours
all tampons and plugs are withdrawn, and a warm vaginal
douche administered twice daily.

In the simplest case it is wise to keep the patient confined to
her bed ten days : in other cases no rule can be laid down ; it
must be decided by individual experience.

Dangers.—Dilatation of the cervical canal is the simplest of
all gynmcological operations, and if conducted with scrupulous
care and cleanliness should have but one risk—namely, that of
the anwmsthetic. It is, however, occasionally a source of grave
danger and death. Fatal results have been due to the following
causes :— ;

1. Perforation of the uterus with the sound, curette or
dilator,

9. Septic endometritis spreading into the Fallopian tubes.

3. Pelvic cellulitis secondary to laceration of the cervix.

4. Rupture of purulent collections in the Fallopian tubes
(pyosalpinx) or ovaries (ovarian abscess).

Should dilatation be incautiously advised and the uterus be
gravid, abortion would be the almost inevitable consequence.

Vaginal Myomectomy.—Under this heading will be de-
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the tumour. With a sealpel he divides the mucous membrane
overlying the tumour, and with his finger or a raspatory shells
the tumour out of its capsule up to its base. With a stout
bull-dog volsella (fig. 8) the tumour is seized close up to its base,
inside the capsule, and then he gently and cautiously rotates
the volsella, and at the same time drags upon it : this twists
the fibroid, and after two or three complete turns it is dragged
out of its bed.

The uterus is flushed with water at 105° F., then carefully
dried with cotton-wool on forceps. When there is free oozing
the cavity is plugged with antiseptic or sterilised gauze.

The chief danger in this operation is seizing the tissue of
the uterine wall instead of the tumour, Free bleeding, and
even fatal peritonitis, may follow a tear through the wall of
the uterus.

When the fibroid is septic, the cavity of the uterus should
be thoroughly curetted and disinfected.

Sessile and Pedunculated Uterine Fibroids with an Undilated
Cervical Canal.—When the symptoms indicate the probable
presence of a submucous fibroid the operator dilates the cervical
canal and explores the uterine cavity with his finger. On de-
tecting a tumour he then determines its size, seat and character.
When it is small, he proceeds according to the instructions
detailed in the two preceding sections,

It occasionally happens that he finds himself face to face
with one or other of these conditions: 1. A large pedunculated
fibroid ; 2. A large sessile fibroid with a broad base.

In the first example it is easy to detach the tumour from its
pedicle by rotation, but the difficulty will be met with in its
“delivery ”. In the second example there will be difficulty in
detaching as well as in extracting the fibroid.

This brings us to the considetation of the important question:
How large a tumour may be safely and expeditiously delivered
by vaginal myomectomy ?
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cervix and diminish its volume. In many cases before operation
the bulky everted lips look as if they could not come together,
yet after the depletion brought about by the dissection they
can be approximated with ease. When the flaps have been
dissected off, the tenacula-forceps are removed, the lips of the
cervix are allowed to fall together, and the forceps are then re-

F1c, 187.—Trachelorrhaphy, first stage, dissection of the flaps.

applied in such a way as to hold them in apposition, as in fig.
138. Care must again be taken to secure the cervix in the
middle line. The instrument enables the operator to manipulate
the cervix during the introduction of the sutures. For this pur-
pose a curved needle set laterally in a handle is very convenient,
or small curved needles may be used with a needle-holder. The
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the shot and coil, we may explain that the coil is a tight and
narrow spiral of silver wire about 2 em. long : the two ends
of the suture are threaded through the spiral and then through
the shot, which is perforated for the purpose. The shot is
lightly seized with a compressor and pushed along till the coil
lies up against the cervix ; when in position, firm compression
of the shot will hold it and the coil in place. Three or four
sutures should be introduced on each side, and those nearest
the middle line should be about 1 em. apart. The tenacula-
forceps are now removed, and a sound is passed into the uterus
to make sure that the cervical canal is free. The parts are then
carefully dried, and the vagina lightly packed with iodoform
gauze.

After-treatment.—The gauze is removed on the day follow-
ing, and the vagina is douched with sterilised water twice daily
for the first week, and once a day afterwards. The sutures
may be removed on the tenth or twelfth day. For this purpose
long scissors and forceps are necessary when the sutures have
been tied, the cervix being exposed by means of a speculum.
When shot and coil sutures have been used a speculum is not
necessary, as the shot is cut off with scissors, guided by the
fingers, the coil slipped off, and the suture drawn out with
fingers or forceps. The patient is allowed to get up on the
tenth day.

Amputation of the Cervix Uteri.—This operation is per-
formed for cancer, and elongation of the neck of the uterus.

The methods of performing this operation have been greatly
modified and simplified: it will therefore be advantageous to
depart from the usual custom of deseribing every modification
that has been introduced, and give an account of the prineiples
of the operation. It is necessary to point out that vaginal
hysterectomy is so rapidly coming into favour that amputation
of the cervix will, in the majority of cases, be superseded by
this more thorough operation,
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permits ; the assistant keeps him informed of the position of
the bladder by retaining the sound in the lowest part 6f the
vesical cavity. Having divided the mucous membrane, the
bladder is easily detached from the cervix by the handle of
the scalpel.

The knife is then carried through the mucous membrane on
the sides and posterior aspect of the cervix. The next step is
to secure the uterine arteries as they run on to the sides of the
cervix near the spot where the vaginal mucous membrane is
reflected on to it. When the bladder is detached and held
apart from the cervix by a retractor, whilst the cervix is drawn
down by the volsella, the artery may be seen (fig. 139), and
is easily secured by a silk thread conveyed around it by an
aneurism needle. It is well to secure it with two threads, and
as close to the cervix as possible, in order to avoid the ureter.

Having secured the artery on each side, the cervix may be
amputated with a scalpel, or with scissors. When the uterine
arteries are deliberately exposed and secured, there is no bleed-
ing from the stump, but a small artery here and there in the
cut edge of the vaginal mucous membrane may require to be
seized with hemostatic forceps or ligatured. The vagina is
then douched, dried and tamponed, and the patient returned
to bed.

The after-treatment is simple : The tampons are removed in
twenty-four hours, and the vagina douched twice daily. The
catheter is used every eight hours unless the patient can void
her urine unaided : this is always an advantage. Convalescence
is usually rapid.

Dangers.—In judiciously selected cases the operation is
one of the safest in surgery. The pitfalls are these: The
bladder may be injured in the process of separating it from
the cervix. If the arteries are tied at a distance from the
uterus, the ureters are apt to be inecluded in the ligature.
When the posterior incision is carried too far back, the rectum






CHAPTER LX.

OPERATIONS ON THE UTERUS (CoNTINUED).

VAGINAL HYSTERECTOMY.

Vaginal Hysterectomy signifies the removal of the uterus
(and sometimes the ovaries and Fallopian tubes with it)
through the vagina. It is mainly performed for cancer of the
cervical canal and cancer of the body of the uterus, but it may
be necessary to remove the uterus -by this route in such con-
ditions as sarcoma of the uterus; chronic intractable endo-
metritis ; uterine fibroids ; fibrosis of the uterus giving rise to
intractable metrorrhagia ; and intractable procidentia in older
women.,

The instruments required are the same as those employed for
amputation of the cervix,

The Steps of the Operation.—The patient is angsthetised and
secured in the lithotomy position by the erutch, and arranged
so that the peringeum faces a good light. The hair is shaved
from the pubes and labia (it is an advantage to have this
carried out by the nurse some hours previously, but it is
not always agreeable to the patient), and the external parts
washed with warm soap and water and then douched with a
solution of perchloride of mercury (1 in 2000) or some equally
efficacious antiseptic.

The operator, seated at a convenient level, introduces the
beak of the speculum into the vagina, and passes a sound into
the bladder ; this the assistant retains there in order to keep the

(452)
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If the silk threads have been properly secured there is, as a
rule, no bleeding ; should any free oozing be noticed, the bleed-
ing point is sought, seized with hseemostatic forceps, and ligatured
with thin silk. The vagina is then irrigated with warm water,
and if the cut edge of the vaginal mucous membrane bleeds—a
frequent condition—it is useful to secure it with a continuous
suture of thin silk, or arrest the bleeding with forceps, and leave
them on for twelve hours.

The details given above are those which are easily carried
out when the vagina is capacious, and the uterus but slightly
enlarged and mobile. It is very different when the vagina is
narrow and rigid, as in virgins, and especially when the uterus
is large, and cannot be drawn down. In these circumstances
very much depends on the experience and skill of the operator.
Sometimes it is necessary to divide the perineum, and even
to make incision in the lateral walls of the vagina. In .some
cases it is useful to secure the uterine arteries, and then split
the uterus sagitally with scissors and remove it in halves,
or adopt the method of morcellement, and excise it piece by
piece,

Many operators do not employ ligatures, but prefer to secure
the broad ligament on each side of the uterus with specially
constructed clamps. The uterus is then cut away, and the
clamps remain in situ for about forty-eight hours ; they are then
carefully removed. |

Each method has its advocates, and there are advantages and
disadvantages associated with both. The employment of clamps
greatly shortens the time occupied in the operation, and avoids
subsequent troublesome sequel@ due to separation and sloughing
of ligatures.

Operative Dangers.—The chief of these are :(—

1. Injury to Bladder.—Should this viscus be cut, the open-
ing should be allowed to remain without suture, it usually
closes,
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4. Bleeding.—However carefully the bleeding may be con-
trolled, whether by ligature or clamp, a small quantity of red-
dish serum always finds its way down the gauze drain. Any
serious loss of blood is due to the slipping of an ill-applied
ligature or forceps, or a vessel which remained unsecured, and
then bled freely as the patient recovered from shock and
angesthesia. Free bleeding necessitates re-examination of the
parts under an anwsthetic, and whilst preparations are being
made to carry this ouf, the loss of blood may be in a measure
controlled by temporary digital pressure applied to the ab-
dominal aorta. As soon as the source of the bleeding has
been detected and secured, the patient should be transfused
when the heemorrhage has been severe (p. 465).

The After-treatment.—This is carried out on the same lines
as those adopted after abdominal hysterectomy. The vagina
needs to be considered; for instance, the gauze may be
changed in thirty-six or forty-eight hours; when forceps are
left in situ they require to be taken away with the following
precautions : The patient’s thighs are slightly raised and
the knees gently separated, then a forceps is very carefully
isolated from its fellows and the handles unlocked ; after
waiting a few moments, if there be no trickling of blood,
the blades are detached by a gentle fwisting movement.
Should free bleeding oceur in attempting to detach a forceps
it is wise to relock it and leave it in situ for a further
period of twenty-four hours. Qozing on the attempted
removal of one farceps should not deter the surgeon in
attempting to remove its companions. The tfempemt-urﬁ;. after
vaginal hysterectomy usually rises towards the close of the
second day; this is due to separation of ligatured or com-
pressed and necrosed tissue. It may rise as high as 103" F.,
and the discharges become offensive. When this happens the
vagina should be gently mopped out with small dabs of anti-
septic gauze or cotton-wool. By the ninth day the ligatures
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Anterior Colpotomy.—The patient is placed in the lith-
otomy position, and the bill of the speculum introduced into
the vagina ; the cervix is then drawn down with a volsella,
and a sound is introduced into the bladder. The vaginal
mucous membrane anterior to the cervix is incised transversely,
taking care not to injure the bladder. (Some operators make
this incision vertical.) With the handle of the scalpel the
bladder is detached from the cervix, as in the first steps of
a vaginal hysterectomy. The peritoneum as it passes from
the uterus to the bladder is divided, and the operator’s fingers
are now in the utero-vesical pouch. This enables him to
ascertain accurately the position of the uterus and the eco-
existence or otherwise of ovarian enlargement or distension
of the tubes.

When an ovary is prolapsed or obviously diseased it may
be withdrawn through the incision, its pedicle ligatured, and
the organ removed. This would be a vaginal oophorectomy.
Retroflexion of the uterus is dealt with thus: A sound 1is
introduced into the uterus, which is then straightened and
anteverted. A curved needle armed with a silk ligature is
passed through the anterior aspect of the body of the uterus;
the ends of the suture are carried through the margins of the
vaginal incision : when this ligature is fastened it maintains the
uterus in position, and at the same time closes the vaginal incision.
The adhesions which form in consequence of these proceedings
are supposed to retain the uterus in its rectified position.

In some cases where the uterus is mobile in its flexed con-
dition it is unnecessary to open the utero-vesical cul-de-sac.
The fixation of the uterus thus becomes an extra-peritoneal
proceeding, but then the operator is unable to ascertain the true
condition of the ovaries and tubes.

Some gynacologists have advocated the fixation of the uterus
to the bladder. This is, however, a method not to be recom-
mended.
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CHAPTER LXI.

GYNACOLOGICAL OPERATIONS (CoNTINUED).

GROUP II.—ABDOMINAL.

In this group the following operative procedures will be
described : 1. Cceliotomy ; 2. Ovariotomy ; 3. Enucleation of
sessile pelvic cysts and tumours; 4. Oophorectomy; 5.
Operations for tubal pregnancy; 6. Hysterectomy; 7. Hys-
teropexy ; 8. Shortening the round ligaments.

CELIOTOMY.

When the surgeon opens the abdomen for the purpose of
removing a tumour growing in a viseus, the operation receives
a specifie name according to the organ concerned, such as
. ovariotomy, nephrectomy, splenectomy, and so forth, In very
many cases the conditions preclude an exact diagnosis, and the
operation of making an opening into the belly cavity is styled
ceeliotomy, but it may become a colectomy, or an oophorectomy,
etc. There are many conditions in the abdomen requiring
treatment through an incision in its walls which do not readily

lend themselves to a single expressive term—for instance, °

omental tumours, eysts of the mesentery, and echinococcus
colonies — so that it becomes convenient to use the term
cceliotomy as expressing an operation by which the belly is
opened by a cut.

In all the operations deseribed in this section the important
step is to gain entrance into the ccelom (or peritoneal cavity)

(460)
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Suture and Ligature Material.—The two most useful
materials at present employed in abdominal surgery are silk
and silkworm gut.

Silk Thread.—This material has a wide range of useful-
ness, as it 1s employed to secure pedicles, for the ligature of
vessels, and for sutures. Silk may be easily sterilised. It is
convenient to wind the thread on a glass spool, boil it in the
steriliser for twenty minutes, and then preserve it in a solution
of carbolic acid (1 in 20). Sets of these spools provided with
silk of three degrees of thickness answer most purposes—a
stout plaited silk for ordinary pedicles; a thinner silk for
vessels, omental adhesions, or sutures for the skin; and fine
silk for securing torn surfaces of bowel.

Silkworm Gut (Salmon Gut).—This material is obtained from
the bodies of silkworms when about to spin. It is obtainable
in large quantities from fishing-tackle manufacturers, as it has
long been employed by anglers. Silkworm gut is an admirable
material for sutures, and is not injured by boiling. It is pre-
served for use in carbolic-acid solutions (1 in 20).

Dabs (Artificial Sponges).—Nothing is so convenient for
removing blood from a wound as sponges ; their absorbent
powers and softness are excellent, but they are difficult to
sterilise, therefore sponges have been banished from surgery,
as they are highly dangerous. An excellent substitute is ab-
sorbent cotton-wool enclosed in gauze (gamgee tissue), or
compressed squares of moist cotton-wool or simple folds of
gauze. This material can be cut to any size or folded into any
shape, and is easily sterilised by heat or by boiling without
damage to the absorbent properties of the material. More-
over, cotton-wool and gauze are so cheap and easily obtain-
able that dabs should be used for one operation and then
burned.

The Table.—In many cases of cceliotomy a table such as
is employed for any ordinary surgical operation answers very
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then introduces his finger and divides the peritoneum to an
extent equal to the incision in the skin,

It is important to rémember that the bladder is sometimes
pushed upward by tumours, and lies in the subperitoneal tissue
above the pubes ; it is then apt to be cut.

On entering the ccelom (peritoneal cavity), the surgeon in-
troduces his hand, and proceeds to ascertain the nature of any
morbid condition that he sees or feels; or he evacuates any
free fluid, blood, or pus which may be present. Occasionally he
finds that attempts to remove a tumour would be futile or end
in immediate disaster to the patient; then he desists and closes
the wound, and the procedure is classed as an exploratory
ceeliotomy. Should a removable tumour, such as an ovarian
eyst, an echinococcus colony of the omentum, or the like, be
found, it is removed.

The recesses of the pelvis are then carefully mopped in order
to remove fluid, blood, or pus; the dabs and instruments are
counted and preparations made to suture the incision.

Closure of the Wound.—This consists in suturing each
layer separately. The peritoneum is first seeured by a con-
tinuous suture of fine silk. The sheath of the rectus is then
brought together by interrupted sutures of silkworm gut.
Lastly, the skin is secured by interrupted or continuous sutures
of silk or other material according to the fancy of the operator.
The great advantage of this triple method is that it minimises
the risk of a yielding cicatrix, and obviates the use of an
abdominal belt.

Dressing.—This should be very simple. A fold of sterilised
gauze or cyanide gauze, covered with two or three pads of
cotton-wool or gamgee tissue, retained in position by a flannel
hinder fastened with safety pins, is sufficient,

Irrigation.—When the ccelom (peritoneal cavity) contains
free blood, pus, fmcal matter, ete., previous to or during the
performance of ceeliotomy, such fluids are most expeditiously
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CHAPTER LXII

OVARIOTOMY AND OOPHORECTOMY.

OVARIOTOMY.

Ovarioromy signifies the removal through an incision in the
abdominal wall of tumours and cysts of the ovary and
parovarium,

The preparation of the patient is the same as that described
under Ceeliotomy, and the additional instruments required are—
ovariotomy trocar, and a pedicle-needle.

The. Ovariotomy Trocar.—Very many ovarian cysts are filled
with thin fluid which will easily flow along a narrow tube, and
as the cyst-contents sometimes amount to many quarts or even
gallons, it is a point in the operation to conduect this fluid into a
receptacle. The ovariotomy trocar is designed for this purpose.
It is constructed so that it has a cutting edge which will enable
it to be thrust through a stout cyst wall: this cutting edge,
shaped like the point of a quill pen, is ensheathed in a sliding
barrel moved by a mounted thumb-piece, so that it can be
protected at the wish of the operator. On the sides of the
instrument there are two spring hooks for retaining the instru-
ment in position after its point has penetrated the cyst wall.
The trocar is fitted to a metre and a half (about five feet) of
indiarubber tubing. The mechanism of this complicated instru-
ment should be carefully studied by those proposing to use it.
These trocars are very clumsy, and unless in constant use work
stiffly and easily get out of order. We find the rubber tubing

without the trocar sufficient.
(466)
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tains fluid, is not connected with the uterus, and is removable,

F16. 140.—Pedicle-needle. F1ac. 141, —Sponge-holder.

the operator proceeds to empty it. An opening is made by the
scalpel and the end of the rubber tube introduced into the cyst.
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round ligament of the uterus is easily seen and need not be
incladed in the ligature.

In transfixing the pedicle the aim should be to pierce the
mesometrium at a spot where there are no large veins, and
tie the structures in two bundles, so that the inner contains
the Fallopian tube, a fold of the mesometrium, and occasionally
the round ligament of the uterus, whilst the outer consists of
the ovarian ligament, veins, the ovarian artery, and a larger
fold of peritoneum than the inner half.

Pedicles differ greatly ; they may be long and thin, or short
or broad. Long, thin pedicles are easily managed. The
assistant gently supports the tumour whilst the operator spreads
the tissues with his thumb and forefinger, and transfixes them
with the pedicle-needle armed with a long piece of silk. The
loop of silk is seized on the opposite side and the needle with-
drawn. During the transfixion care must be taken not to prick
the bowel with the needle. The loop of silk is cut so that two
pieces of silk thread lie in the pedicle. The proper ends of the
threads are now secured, and each is firmly tied in a reef knot ;
for greater security the whole pedicle may be encircled by an
independent ligature, taking care that it embraces the pedicle
below the point of transfixion.

After the operator has gained some experience in this simple
mode of tying the pedicle he may then, if he thinks it desirable,
practise other methods.

After securely applying the ligature, the tumour is removed
by snipping through the tissues on the distal side of the
ligature with scissors. Care must be taken not to cut too
near the silk, or the stump will slip through the ligature ; on
the other hand, too much tissue should not be left behind.
The stump is seized on each side by pressure-forceps, and
examined to see that the vessels in it are secure; it is then
allowed to retreat into the abdomen. Should it commence
to bleed, it must be retransfixed and tied below the original
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margins of the abdominal wound, and secured with sutures to
the peritoneum. It is ocecasionally useful to introduce a thin
gauze drain. The abdominal incision is closed in the usual
way, and the wound is dressed.

The capsule of a sessile cyst requiring treatment of this
character is formed by the divaricated layers of the mesometrium
(broad ligament) : and occasionally it is a spurious capsule dué
to the organisation of the so-called inflammatory lymph,
especially in connection with true ovarian cysts.

Enucleation is needed for :—

(a) Papillomatous cysts and cysts of Gartner's duet
burrowing deeply between the layers of the meso-
metrium ;

(b) Fibroids and other solid tumours of the mesometrium ;

(¢) Very large examples of hydrosalpinx and pyosalpinx ;

(d) Some ovarian cysts, especially suppurating dermoids ;

(e) Tubal pregnancy in the mesometric stage.

Enucleation is usually accompanied by more loss of blood than
simple ovariotomy, and the prolonged manipulation is often
responsible for severe shock.

Incomplete Ovariotomy.—The surgeon may start on an
operation, and after opening the abdomen may find many
adhesions, yet feel that the removal of the tumour is possible.
He sets to work, overcomes many of the difficulties, then
suddenly finds such extensive and firm adhesions to important
structures at the floor of the pelvis that he deems it imprudent
to proceed. In such a case he evacuates the contents of the cyst,
and if it be an adenoma, the semi-solid contents are freely
removed, and the edges of the cyst are stitched to the abdominal
wound as described in the preceding section, and the cavity
drained. This mode of dealing with a cyst is usually termed
“ incomplete ovariotomy ".

An incomplete ovariotomy is a very different condition to
an enucleation, The cavity left after enucleation closes com-
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tory ; also the removal of healthy ovaries and tubes in order to
anficipate the menopause.

This operation is performed for the relief of a variety of
diseases connected with the internal reproductive organs:—

1. Tubal Diseases, such as pyosalpinx and tubo-ovarian
abscess ; hydrosalpinx ; tubercular salpingitis ; tumours of the
tube—adenoma, carcinoma ; gravid tubes; hematosalpinx.

2, Ovarian Diseases ; as, for example, ovarian abscess ;
apoplexy of the ovary ; hernia of the ovary ; prolapse of the ovary.

3. OoOphorectomy has been performed in order to anticipate
the menopause in hystero-epilepsy ; epilepsy ; some forms of
insanity ; dysmenorrhcea unassociated with demonstrable dis-
eases in the ovaries ; and in uterine fibroids, but the operation
should not be performed for these conditions save in very ex-
ceptional eircumstances.

Steps of the Operation.—The patient is prepared as for ovari-
otomy, and the instruments needed are the same with the
exception of the trocar.  The Trendelenburg position is of
great advantage, as it enables the surgeon to view distinctly
the depths of the pelvis.

The abdomen is opened in the usual manner and situation :
the surgeon then seeks the fundus of the uterus, and with this

as a guide he is able to find the ovary and Fallopian tube.
When the parts are not adherent it is a very simple matter
to seize the ovary and tube, draw them into the incision, and
retain them in position by pedicle-forceps, whilst the broad
ligament is transfixed and secured with silk ligatures. When
the tubes are filled with pus and fixed with firm adhesions
to the floor of the pelvis, and perhaps intestine, the manipula-
tions necessary to detach the tubes and ovaries from their
surroundings demand great care and the exercise of much
patience.

When the tubes are in the condition of pyosalpinx, the
tubal tissues are in places so thin that even under the most

LS N






CHAPTER LXIII.

OVARIOTOMY AND OOPHORECTOMY (CONTINUED).
THE AFTER-TREATMENT AND RISKS.

THE patient is returned to a warm bed with gentleness, to
avoid vomiting; a pillow is placed under her knees. Care
must be taken that the hot-water bottles do not come in con-
tact with the patient’s skin, so as to cause blisters. It is a
good rule, that hot-water bottles should not be allowed in bed
with an unconscious patient. As consciousness returns, pain
is complained of, and, if severe, it may be relieved by morphia,
either subcutaneously or in the form of a suppository. The
routine use of this drug is injudicious,

Vomiting,—This troublesome complication is best relieved
by keeping the stomach empty at least twenty-four hours. If
there is faintness or shock, stimulants, such as brandy and
water, or even milk, beef-tea or the like, may be administered
by the rectum. The bowel will easily retain three ounces of
beef-tea at a temperature of 100° F., slowly injected. In
some cases the vomiting persists for two or more days, and
when accompanied by increased frequency of pulse and disten-
sion of the belly it is usually an unfavourable sign.

Diet.—At the end of twenty-four hours small quantities of
barley-water, water, or milk and soda-water, may be given by
the mouth at regular intervals; at the end of three days the
bowels should be relieved by an enema, and then boiled fish
or fowl may be allowed, and the patient soon requires con-
valescent diet.

(476)
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frequency to 120 or 130 or more beats in the minute and is
thin and thready, then there is danger even with the temperature
only slightly raised.

Metrostaxis.—After operations for the removal of both
ovaries and fubes blood sometimes escapes from the uterus
and simulates menstruation. It usually begins within the first
forty-eight hours after the operation. Metrostaxis oececurs in
about one-half the cases, and has nothing whatever to do with
menstruation.

Sutures.—On the seventh or eighth day the sutures will
require removal,

Bed-sores may give trouble after ovariotomy in an elderly
and enfeebled patient, as after any other surgical procedure
which requires the patient to remain for several consecutive
days upon her back. With due care and watchfulness on the
part of the nurse, a bed-sore should not oceur.

THE RISKS OF OVARIOTOMY.

The performance of ovariotomy is attended by several risks ;
the chief are indicated in the subjoined list: (1) Shock; (2)
injury to viscera; (3) bleeding; (4) peritonitis; (5) foreign
bodies left in the belly; (6) tetanus; (7) parotitis (septic); (8)
insanity ; (9) thrombosis and embolism,

(1) Shock.—The amount of physical disturbance clinically
termed ‘‘shock’ varies greatly. The removal of even a small
ovarian tumour may be followed by great collapse, which
occasionally terminates in death. It is more common after
prolonged operations and enucleation of tumours from the
mesometrium,

Unless shock has been intensified by great loss of blood
during the operation, it usually disappears in six or twelve
hours. The degree of shock may be gauged by the fall of the
bodily temperature and the duration of the depression, The
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duct is completely divided, the upper end should, if possible,
be invaginated into the lower; failing this, the proximal end
i8 brought out of the wound. This often entails a subsequent
nephrectomy. A ureter accidentally divided has been success-
fully engrafted into the wall of the bladder.

(d) Injury to a Gravid Uterus.—When ovariotomy is under-
taken during pregnancy the surgeon is necessarily on his guard
against mistaking the enlarged uterus for a cyst. Injury is
very liable to happen when there has been an error of diagnosis
and pregnancy mistaken for a cyst.

To plunge a trocar into a gravid uterus is a serious misfor-
tune, and has happened on several occasions. In such conditions
there are three courses open to the surgeon: (1) Perform a
Cmsarean section ; (2) amputate the uterus; (3) sew up the
puncture without disturbing the uterine contents.

Bach of these methods has been practised with success, buf
Ceesarean section has so far given the best results.

(3) Bleeding.—Intermediate heemorrhage may be due to the
slipping of an ill-applied ligature from the pedicle or an adhe-
sion. Qozing, which is scarcely appreciable when a patient
is collapsed, may become very free when reaction occurs,

Severe internal bleeding is manifested by well-known signs —
pallor, cold skin, rapid but feeble pulse and sighing respiration,
When these signs are manifested, the wound must be reopened,
the clots turned out, and the bleeding point secured. When
there has been great loss of blood the patient should be trans-
fused with saline solution (see p. 465).

H@emorrhage usually occurs within the first twenty-four
hours. After enucleation has been practised and the broad
ligament ligatured, but not drained, bleeding may take place
within it and form a h@matoma. As a rule, it is slowly
absorbed.

(4) Peritonitis.—This was formerly the terror of the surgeon.
Its frequency has been diminished by improved methods of
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Forceps thus left behind have made their way into the bladder,
the cecum (fig. 142), or have escaped at the navel many
months after the operation.

Fra. 142.—Forceps left in the abdomen. It made its way into the ceeum,
and the end of the instrument lodged in the vermiform appendix. The in-
strument was extracted two years after the primary operation (MacLaren,

Annals of Surgery).

(6) Tetanus.—Since the clamp has been banished, tetanus
rarely attacks the abdominal wound. Ovariotomy should not be
performed in rooms recently plastered. In practice it is to be
remembered that tetanus arises from infection, and all instru-
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484 DISEASES OF WOMEN.

include—(1) Intestinal obstruction; (2) perforation of the
intestine ; (3) frouble with the ligature; (4) yielding cicatrix.

(1) Intestinal Complications.—It is difficult to estimate
with any approach to accuracy the relative frequency of in-
testinal complications following ovariotomy. The danger is
nevertheless real.

Intestinal obstruction may be acute or chroniec—may super-
vene within a few days of the operation or be delayed for months
or years. The causes are fourfold: (a) The formation of a
band ; (b) adhesions to the pedicle ; (¢) adbesions to the cicatrix ;
(d) strangulation in the sac formed by a yielding cicatrix.

(2) Perforation of Intestine.—This arises from damage to
the wall of the gut in separating adhesions. The rectum is the
most frequent seat of this accident. When a facal fistula
arises after operation, if it be carefully drained, it as a rule
closes spontaneously, sometimes in a few days, more commonly
in a few weeks, and rarely it runs for a few months.

(3) The Ligature.—When a piece of silk thread or whip-
cord, thoroughly sterilised by boiling, is applied to a healthy
pedicle it causes no evil consequences, and is either encysted
or slowly removed by the aggressive leucocytes. The thread
disappears in about a year, but the knots require at least an
additional six months,

When the tissues of the pedicle are infiltrated with inflam-
matory products, especially when the Fallopian tube is septie,
the ligature, instead of being absorbed, excites inflammation and
becomes surrounded with pus. An abscess around the pedicle
may give rise to the following complications : (a) fatal peritonitis;
(b) the abscess may open through the abdominal cicatrix and

form a sinus ; (¢) it may perforate the rectum, intestine, or even =

the bladder ; (d) the loop of silk may pass down the stump of
the Fallopian tube and escape through the uterus.

When a sinus results from an abscess of the pedicle it
usually persists until the ligature is discharged ; this may 1
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when the life of the individual is difectly concerned. Women
have lived happily with their husbands after removal of both
ovaries ; and facts are accumulating which tend to show that
the ovaries are not the seat of the sexual passion. The nubility
of women after double ovariotomy is a difficult question. It
i1s certain that many women have married after removal of hoth
ovaries,

Many cases have been reported in which menstruation has
continued after double oophorectomy. However, careful inquiry,
and in many cases a second operation, has proved that a

F16. 143. —Stump of Fallopian tube and fragment of ovary with corpus luteum,
left after a supposed complete double oéiphorectomy.

fragment of ovary was left (fig. 143). Such a retained portion
of ovary is sufficient to maintain not only menstruation but
ovulation, and it will form corpora lutea. Irregular uterine
h@&morrhages occur sometimes after complete double oGpho-
rectomy performed for septic salpingitis. Such bleeding is
sometimes severe enough to demand hysterectomy for its relief
(see p. 251). Haemorrhage of this kind is in no sense men-
struation. _

There is no evidence that complete removal of both ovaries
in a mature woman leads to any unusual development of the
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CHAPTER LXITV.

OPERATIONS FOR TUBAL PREGNANCY.

For the performance of these operations the methods are very
similar to those for oophorectomy and the enucleation of cysts
from the mesometrium. We shall therefore merely mention
the special details.

At the Time of Primary Rupture.—In this stage the
surgeon opens the abdomen in the middle line, and on dividing
the peritoneum there is usually a free rush of liquid blood.
The hand is immediately introduced into the belly, and on
recognising the fundus of the uterus the surgeon passes his
hand along the Fallopian tube, first on one side then on the
other to distinguish that which is damaged. The tube is now
drawn into the incision and clamped with forceps; then the
mesometrium is transfixed, and the ligatures secured exactly as
described under the operation of oophorectomy.

The free blood and clot are then thoroughly removed by
means of cotton-wool or gauze dabs from the pelvis. The
wound is then secured in the usual way.

After-treatment.—This is of very great importance, for the
great loss of blood and the shock place these patients in a
very critical condition. As soon as the patient is returned to
bed, an enema consisting of three ounces of milk (or beef-tea,
or even warm water) and half an ounce of brandy is injected
into the rectum every hour for twelve hours. Its continuance
is then determined by the state of the pulse. To relieve thirst
for a few hours the patient is allowed to wash the mouth with
cold water or even to sip hot water.

(488)
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the uterus. He must satisfy himself that the swelling is not
a uterine or an ovarian tumour, When he feels assured that
he is dealing with a gestation sae, he freely incises it, extracts
the feetus with its placenta and the surrounding clot., When
the feetus is dead, there is rarely much difficulty with the
bleeding, but with a living placenta the hemorrhage at this
stage 1s often appalling.

The necessity for correct diagnosis and ready appreciation of
the pelvic condition is very great. When the surgeon mistakes
a gestation sac for a tumour, and attempts to enucleate it, he is
very apt to injure large bloodvessels or a ureter, or tear a hole
in the bowel ; whereas, when the nature of the case is recog-
nised and the sac opened, the walls of the sac isolate the field
of operation from the belly cavity and prevent injury to intes-
tines (except the rectum when the feetus occupies the left
mesometrium). The subsequent treatment of the case is the
same as that advised after enucleation of cysts from the
mesometrium.

In the very rare form of tubal gestation in which the amnion
erodes the tube, the gestation sac with its contents may be
removed entire (see p. 295).

The Risks of Cceliotomy for Tubal Pregnancy in its
Late Stages.—When the feetus is dead, the operative risks are
very small indeed, and do not exceed those of ovariotomy.

In cases where the feetus is alive, and the placental circula-
tion in full vigour, the risks are greater than those of any
abdominal operation. About two-thirds of the patients die.
The risks are threefold: (1) h@morrhage; (2) shock; (3)
peritonitis, The risk of peritonitis is due to the decomposition
of the placenta when it has been left to slough.

The operative treatment of early tubal pregnancy through
the vagina (Colpotomy) is deseribed in chapter Ix.
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When age and environment are favourable, the patient may
conceive. In three of my cases pregnancy ocecurred, and ter-
minated successfully (Bland-Sutton).

Abdominal Enucleation.—In this operation a sessile fibroid
is shelled out of its capsule ; the wuterus, ovaries and Fallopian
tubes are preserved.

The uterus and tumour are exposed as directed in myo-
mectomy, and the capsule freely incised ; the tumour is then
shelled out of its bed. During this process the bleeding is
controlled by grasping the uterus firmly with the left hand ; on
relaxing the uterus blood freely issues from the vessels in
the capsule and they are seized with h@mostatic forceps and
ligatured with thin silk. When the oozing is controlled, the
cut edges of the capsule are secured with interrupted sutures of
silk. The incision is then closed in the usual manner.

In some cases, especially with a large fibroid, the edges of
the capsule are secured by sutures to the margins of the parietal
incision and the bed of the tumour stuffed with gauze. It is
often an advantage to incise the capsule so as to establish a
communication with the cavity of the uterus. This allows any
blood or serum which oozes to escape by the vagina. It has,
however, the drawback of opening the way to septicity if the
endometrium be infected.

It is admitted by all operators that enucleation is the ideal
method of treating uterine fibroids so large as to require cceli-
otomy, because the uterus is preserved as well as the ovaries.
This sounds reasonable, but when carefully considered the
advantages are really not very important. It has already been
pointed out that most fibroids arise after the child-bearing
period, that is when the uterus has become functionless; in
these circumstances its retention is a matter of sentiment, and
it is unwise to unduly risk a woman’s life in order to preserve a
useless organ. In the case of a patient under thirty, especially
a single woman anticipating marriage, there is some reason in
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in the operation it requires to be considered in detail. The
arteries and veins of the uterus follow four distinct routes (figs.
144, 145), and each route is easily accessible to, and capable of
being safely controlled by, a ligature.

When possible, the tumour is drawn out of the pelvis, and
each mesometrium is transfixed with a pedicle needle armed
with a thread of plaited silk so as to secure the ovarian vessels
on the inner or outer side of the ovary according as it is decided
to remove or leave this organ. In some cases, apart from the
physiological advantage, it is safer and more convenient to

F1c. 144.—A diagram to show the relation of the ovarian and uterine arteries to
the uterus,

secure the ovarian artery in the mesosalpinx on the uterine side
of the ovary. The silk is firmly secured, and the tissues between
it and the uterus are divided, and any bleeding vessel is secured
with h@emostatic forceps.

In many cases a fibroid intrudes between the Fallopian tube
and the round ligament, and so separates them that they cannot
be safely included in the same ligature. In these circumstances
it is prudent to ligature the round ligament separately; it i8
sometimes necessary to adopt this course on account of the
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Amputation of the Uterus.— The uterine arteries being
secured with forceps, the uterus with its tumours is cut away.
If the vessels have been properly secured, the cut surface of

the cervical stump is usually white and dry ; but small vessels

in the peritoneal flaps may bleed and require ligatures.

In the case of a cervix-fibroid the operation is somewhat
modified, thus :— .

The ovarian and uterine arteries are secured as described
in the preceding section, and the expanded cervix with the
tumour is drawn as far out of the pelvis as possible. The
cervix is then incised, and the capsule of the tumour freely
opened to allow the tumour to be shelled out, but leaving the
vaginal portion of the cervix like a shallow cup with a central
perforation (the external os). The edges of the peritoneum
and the cut margins of the cervix may be brought into ap-
position with the same sutures.

The advantage of leaving the lower half of the cervix in this
way is very great, for all attempts to remove this segment of
the uterus greatly endanger the ureters.

It is unwise to divide the cervix lower than is necessary to
clear the tumour, because it not only brings the operator into
the territory of the vaginal branches of the uterine arteries,
but it leads him into the immediate neighbourhood of the
ureters. . :

Adjustment of the Peritoneal Flaps.—The pelvis is cleared
of blood and the parts carefully serutinised to ascertain that all
vessels are properly under control. Two or three interrupted
sutures are then employed to fix the cut edges of the peri-
foneum over the stump, then the flaps are carefully brought
together by a thin continuous silk suture from the ovarian
pedicle of one side to that on the other. In suturing the flaps
care must be exercised in order to avoid pricking the bladder.
The pelvis is sponged dry, and the omentum is drawn over
the intestines and spread behind the stump in the pelvis. The
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have enabled this operation to vanquish odphorectomy in the
treatment of fibroids are rigid asepsis and perfect hamo-
stasis,

After-treatment.—This is conducted on the same lines as
for ovariotomy, and as a rule the convalescence is as quick
(chap. 1v.).

The Risks of Abdominal Hysterectomy.—The dangers
are the same as those which beset ovariotomy, but the special
risks are hmmorrhage, injury to one or both ureters or to
the bladder, and infection of the peritoneum from the cervical
canal in cases of supravaginal hysterectomy, or the vagina
in complete removal of the uterus (pan-hysterectomy).

In the operation of complete removal of the uterus through
the abdomen, the bladder and ureters are particularly liable
to injury. For instance :(—

1. The bladder is apt to be cut in making the primary
incision, for it is often displaced by an enlarged,
non-pregnant uterus.

2. It is sometimes torn in the process of separating it
from the supravaginal cervix. .

3. It is liable to be punctured in suturing the peritoneal
covering of the cervieal stump.

4. An abscess may form in the cervical stump and the
pus with a ligature or even the stump itself may
perforate the bladder wall.

5. The Ureters are liable to be cut, torn or included in
ligatures, :

The remote effects of hysterectomy are discussed in chapter
XXVi.
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through the uterine wall and extracts the foetus and placenta ;
as the uterus contracts, he slips his left hand behind the fundus,
and grasps the uterus near the cervix, and effectually controls
the bleeding. The assistant passes a large warm flat dab
into the belly to restrain the intestines and omentum. Should
the surgeon be anxious about the bleeding, he may apply a
whipcord ligature around the uterus. The uterine cavity is
sponged out, and the finger passed through the os uteri into
the vagina in order to ensure a free passage for blood and
serum,

We now come to the most important stage of the operation
—namely, suture of the uterine incision. The wall of the
uterus has an inner layer of mucous membrane, then a thick
stratum of muscle-tissue, and finally an outer layer of peri-
toneum. The wound is first closed with a series of sterilised
silk sutures which involve the mucous and adjacent half or
thereabouts of the muscular layer. These sutures should
be fairly close together, for they not only bring the parts
into apposition, but serve to restrain the bleeding. A second
row of silk sutures is now inserted, including the serous coat
and adjacent half of the muscular layer. These threads should
not be tied too tightly, as the tissues of a gravid uterus are soft,
and easily tear. In closing the uterine incision the surgeon
should not spend time in vainly endeavouring to staunch the
bleeding from the edges of the incision ; this is best effected by
dexterously inserting and securing the sutures,

The recesses of the pelvis are carefully cleaned by gentle
sponging, and the parietal wound closed as after ovariotomy.
The dressing varies according to the fancy of the operator :
whatever its nature, it is secured by a firmly adjusted bandage.

Sterilisation.— When Cmsarean section is performed the
uterus is preserved, and after convalescence the patient is in &
position to reconceive. There may be conditions in which the
patient is desirous to produce more children, even with the
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CHAPTER LXVIIL

OPERATIONS FOR DISPLACEMENT OF THE UTERUS.

HYSTEROPEXY AND ALEXANDER'S OPERATION.

Hysteropexy implies the fixation of the uterus by means
of sutures to the anterior abdominal wall. This operation is
performed for two conditions : severe retroflexion of the uterus
and prolapse of the uterus.

The instruments required are those necessary for incising the
abdominal wall as for cceliotomy, plus some curved needles of
various sizes and degrees of curvature.

1. Retroflexion of the Uterus—The Steps of the Operation.—
The patient is placed in the Trendelenburg position, and the
abdomen is opened as for ovariotomy, except that the incision is
shorter. On entering the ceelom the operator determines with
his fingers the position and condition of the body of the uterus.
If it be free, it is then straightened, and the condition of the
ovaries and the tubes ascertained.

In a fair proportion of cases of severe retroflexion of the
uterus much of the distress depends upon a prolapsed ovary ;
should the surgeon deem it necessary to remove the painful
ovary and tube in such a case, he can secure the uterus in
position by transfixing the pedicle (left after the removal of the
ovary and tube) by a silk or fishing-gut suture to the peritoneal
edges of the wound ; in some cases it may be desirable to carry
this retaining suture through the muscle and fascia as well as
the peritoneum,

(502)
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After-treatment.—This is conducted on exactly the same lines
as after ovariotomy.

The Risks.—When hysteropexy is performed by surgeons
experienced in abdominal work it should have no mortality. In
a small percentage of cases it has been followed by difficulties
during labour. These risks are small when the attachments
are made as directed above. _

Alexander’s Operation : Shortening the Round Liga-
ments.—The principle of this operation consists in exposing
the round ligament of the uterus in each inguinal canal, and
shortening it so as to straighten a retroflexed uterus. The best
cases for this operation ‘‘are those where the displacement is
uncomplicated with any other lesion .

Instruments required: Secalpels; dissecting-forceps; pressure-
forceps ; scissors ; needles and suture material ; retractors.

The Steps of the Operation.—When the patient is under the
angesthetic a pessary is inserted—a small easy-fitting Hodge in
retroversion and a stem and Hodge in retroflexion. The skin
1s then incised as if for the radical cure of an inguinal hernia,
and- the subcutaneous tissues divided until the intercolumnar
fascia and pillars of the external abdominal ring are clearly
exposed. On dividing the fascia, the round ligament will be
seen as a round red cord lying in relation with the genital
branch of the genito-crural nerve. The ligament is now gently
dissociated from the loose tissues in which it lies imbedded.

The operator draws evenly and gently upon the ligament
until ““it stops running, and the finger feels that there is firm
resistance ’. The end of the round ligament is then secured
in the following manner: A thin strand of silkworm gut is
passed by means of a curved needle through one pillar of the
ring, then through the round ligament, and finally through the
other pillar : by this means when the suture is tied it not only
secures the round ligament, but at the same time closes the
external abdominal ring—the skin edges are secured with thin
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